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 Abstract 
The purpose of this study was to explore the types and patterns of occupational therapy services 
implemented with clients who are cancer survivors, which utilized a mixed methods approach, 
specifically an explanatory sequential design. The Occupational Therapy Practice Inventory 
(OTPI) was used to gather information regarding the type and patterns of occupational therapy 
services provided for clients receiving oncology care. The results of the OTPI were analyzed and 
used to further develop semi-structured questions for exploring the perspectives of occupational 
therapy practitioners who practice in the area of oncology in the United States. The data were 
analyzed to generate a portrayal of occupational therapy practice in oncology settings and 
examine factors that may be predictors for certain practice approaches. Frequency data indicated 
that interventions related to activities of daily living were performed most frequently. Phi 
coefficient indicated strong positive relationships with multiple components of the OTPI. 
Analysis of the qualitative results were completed by following the principles of grounded theory 
The data yielded one central phenomenon identified as wanting to provide the best care. 
Providing the best care was influenced by internal aspects and the external aspects of therapist. 
The integration of both qualitative and quantitative data supported the findings that interventions, 
most specifically activities of daily, were the most frequently indicated and discussed services 
provided by occupational therapy practitioners for cancer survivors in the Northeast, Midwest, 
and South. The practice of client-centered care and an occupation-based intervention strategy 
across the continuum of care for individuals who are cancer survivors was supported by the 
results.  
Keywords: oncology, mixed methods, cancer survivor  
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Chapter 1:  Introduction 
Background 
 According to the American Cancer Society (2016), an estimated 1.7 million new cases of 
cancer will be reported this year. Because cancer cells are malignant, they can wreak havoc on an 
individual’s body by invading and destroying nearby healthy tissues and organs. To prevent the 
growth and spread of cancer cells, individuals diagnosed with cancer have multiple surgical and 
nonsurgical treatment options to prevent the growth and spread of these abnormal cells. A 
majority of the individuals diagnosed with cancer will choose to undergo surgical resection of 
the tumor in conjunction with chemotherapy and radiation to facilitate clear margins and destroy 
any cancer cells that may remain (Siddiqui & Gwede, 2012).  Surgical intervention can lead to 
physical and cognitive impairments. Depending on the site of the cancer, individuals commonly 
experience limitations with movement and processing skills that may affect self-care, work, and 
leisure (Ahlberg et al., 2011; Deno et al., 2012; Lam Tang, Rieger, & Wofaardt, 2008; Lauchlan 
et al., 2011; Liu, 2008; Tippett & Webster, 2012).  As each of these medical interventions has an 
effect on physical and cognitive aspects of the individual, the medical oncology specialist may 
additionally recommend rehabilitation services to address loss of movement and impaired 
function.  Occupational therapy practitioners are part of the comprehensive rehabilitation care in 
an oncology setting. Therapeutic interventions provided by occupational therapy practitioners is 
designed to address impairments following medical intervention to improve function and well-
being (Burkhardt & Schultz, 2013; Radomski, Anheluk, Grab, Hopkins, & Zola; Vaughn, 2014).  
 There is a suggestion from the scientific literature that rehabilitation following cancer 
surgery is an important part of the recovery process (Ahlberg et al., 2011; Lauchlan et al., 2011; 
Lam Tang et al., 2008; List, Ritter-Steer, & Lansky, 1990). Watterson, Lowrie, Vockins, Ewer-
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Smith, and Cooper (2004) identified that when working in an acute care setting with individuals 
who have cancer, the most prominent treatment provided by the occupational therapy 
practitioners were those that addressed activities of daily living only.  The treatment sessions 
described in the dissertation study were driven by the occupational therapy practitioner and not 
necessarily in collaboration with the client as the immediate need was that of safety upon 
discharging from the hospital.  Although safety is an important aspect of the rehabilitation 
process to prevent further injury and illness, occupational therapy practitioners may also use a 
client-centered approach to promote engagement in daily occupations.  Allowing an individual to 
be an active part of the treatment process promotes ownership and participation regarding 
intervention.  When an individual is able to identify the most meaningful therapeutic approach, it 
not only promotes client-centered care but helps build a more holistic intervention plan (Finlay, 
2001). Although Watterson et al. were able to identify one particular area of practice that 
occupational therapy practitioners address with cancer survivors, there is a significant gap in the 
literature that addresses which types of interventions occupational therapy practitioners are 
providing in an oncology setting.  In addition, it is unclear how the occupational therapy 
practitioner decides which type of treatment intervention will be utilized across settings.  
 To promote a more holistic treatment plan, cancer centers across the nation have recently 
made a move toward the concept of comprehensive care.  The concept of comprehensive care is 
used to describe integrating all aspects of the individual’s cancer care from diagnosis to survival 
to best fit the individual’s treatment needs (Grassi & Watson, 2012).  This practice is directed not 
only toward the treatment of the tumor but the treatment that will best support individual needs 
from surgical intervention, drug intervention, and psychosocial well-being.  Understanding 
which meaningful therapeutic intervention consists of for each individual will benefit all health 
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professionals in the quest toward individualized comprehensive care and will allow future 
occupational therapy practitioners to have a better understanding of the treatment interventions 
utilized in this setting.   
Cancer Survivors 
 Cancer survivors are individuals who have been diagnosed with cancer and who currently 
have or do not have active disease (Centers for Disease Control and Prevention [CDC], 2016). 
The number of cancer survivors continues to increase each year (United States [U.S.] 
Department of Health and Human Services, n.d.).  With increased advancement in technology 
and increased survival rates, various forms of cancer are now identified as a chronic illness (von 
Eschenbach, 2004). Because individuals are living longer with and after receiving a cancer 
diagnosis, there is a potential that individuals may require occupational therapy services 
throughout their lifespans (Longpré & Newman, 2011).  Occupational therapy practitioners treat 
individuals with a variety of diagnoses, (Boyt Schell, Scaffa, Gillen, & Cohen, 2014) including 
cancer The number of occupational therapy practitioners working exclusively with individuals 
diagnosed with cancer is limited.  However, due to the increased number of cancer survivors, 
there is an increased potential that any occupational therapy practitioner will work with a cancer 
survivor at some point in his or her career.  Occupational therapy is a profession that promotes 
independence through the engagement in daily occupations that are meaningful to the individual 
(Blesedell-Crepeau, Boyt-Schell, & Cohn, 2009; Jacobs, MacRae, & Sladyk, 2014).  Through 
the use of many intervention techniques, including the use of occupation in practice as an ends or 
means, individuals have the opportunity to increase their well-being (Gray, 1998; Walker & 
Ludwig, 2004), which is generally accomplished through the collaboration of the individual and 
the occupational therapy practitioner.  One particular guide developed to promote consistency in 
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terminology and provide an outline of occupational therapy practice is the Occupational Therapy 
Practice Framework: Domain and Process, 3rd edition (American Occupational Therapy 
Association [AOTA], 2014b), referred to as “the Framework” (p. S1). 
The Framework is an official document of the American Occupational Therapy 
Association, which defines and summarizes the interrelated constructs that describe the scope of 
occupational therapy practice and protocols to guide the therapeutic process. The Framework 
“describes the central concepts that ground occupational therapy practice and builds a common 
understanding of the basic tenets and vision of the profession” (AOTA, 2014b, p. S3). It is 
intended to be used as a guide along with appropriate corresponding evidence and knowledge 
specifically related to client care through the domain and the process (AOTA, 2014b). The 
domain describes the care, to whom, and the extent occupational therapy practitioners provide 
skilled occupational therapy services, and the process is intended to describe how occupational 
therapy services are provided. Although the Framework continues to be an evolving document, it 
does lend itself to providing a common language for occupational therapy practitioners.   
 Basic Assumptions for Occupational Therapy     
One basic assumption regarding occupational therapy is that engagement in occupation is 
an essential part of the human existence (Miller & Schwartz, 2004).  In addition, another 
assumption regarding occupational therapy practice is that health and well-being can be 
improved through engagement in meaningful occupations (Meyer, 1921; Reilly, 1962). 
Furthermore, occupation is complex and involves active engagement by the person. 
Occupational therapy practitioners utilize occupation as a medium to assist individuals in 
becoming more independent.  It is through the use of meaningful occupation and the act of doing 
that increased well-being is achieved (Stav, Hallenen, Lane, & Arbesman, 2012).   
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The use of occupation to improve physical and mental health dates back to the late 1800s 
(Hall-Anthony, 2005; Meyer, 1921; Pooler, 1935). The initial use of occupation as a modality 
was first introduced to individuals who were diagnosed with having a “nervous disorder.”  
Herbert J. Hall who was instrumental in promoting that engagement in occupation as a curative 
measure believed that through work, healing can begin (Hall-Anthony, 2005). Through 
engagement in occupations, clients began to demonstrate a decrease in symptoms over time 
(Pooler, 1935). Following its success in mental health facilities and correctional institutions, 
Herbert J. Hall then introduced the use of occupations in the hospitals and outpatient settings to 
promote well-being. A variety of occupations were introduced to stimulate interest. The types of 
occupations offered varied across settings depending on the expertise of the staff and the needs 
of the clients (Ellis, 1930; Hall-Anthony, 2005).   
Occupational therapy holds to the belief that each individual is unique and has the basic 
need to engage in occupations and further that environmental factors, such as cultural context 
and time, have an influence on an individual’s engagement in occupations (Fleming-Castaldy, 
2014).  It is through these aspects that an individual’s choice of occupational engagement is 
shaped. The same philosophical assumptions and use of occupations continues in the health care 
field today. The occupational therapy practitioner is utilized as a key member of the medical 
team to promote health and wellness through the engagement in occupations for each client 
served. There is an interrelationship between the practitioner, client, and the occupation 
(Peloquin, 2014). The occupational therapy practitioner is able to assess the abilities of a client 
and make the task easier or hard to promote success and independence through occupational 
engagement (Pooler, 1935; Whalley-Hammell, 2009). The occupational therapy practitioner 
6 
takes all aspects of the client into consideration, including roles, habits, culture, and so forth. 
These philosophical assumptions can be utilized in any setting, including oncology. 
Role of Occupational Therapy in Oncology  
The role of occupational therapy in the care for cancer survivors is limited. The AOTA 
recognizes oncology as an emerging practice area for occupational therapy practitioners (AOTA, 
2014a). As an emerging practice area, occupational therapy practitioners can utilize their unique 
skills of using occupation to promote health and well-being.  In addition, it is a practice area that 
requires further research to define which techniques work best with this population.  
By completing studies much like this dissertation research, occupational therapy 
practitioners will be able to better understand which type of assessments, interventions, and 
outcome measures are currently being used in oncology practice across settings.  Adding this 
type of information to the current body of knowledge in the practice of occupational therapy will 
better assist practitioners with developing new standards of care in oncology.  Occupational 
therapy practitioners are in a good position to accomplish developing new standards of care in 
oncology as they are able to look at both the psychosocial and physical needs of the cancer 
survivor.  
 Occupational Therapy in Oncology 
The number of occupational therapy practitioners specializing in oncology in the United 
States is unknown.  However, Penfold (1996) and Vockins (2004) stated that as an occupational 
therapy practitioner working in oncology, it is important to facilitate the greatest level of 
functional performance within each individual both physically and psychologically. 
Occupational therapy offers a unique perspective facilitating recovery toward the prior level of 
functioning by using a holistic view to incorporate which activities are meaningful to the client 
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and use that knowledge to guide therapeutic intervention and promote increased functional 
performance (Penfold, 1996; Vockins, 2004). Intervention can take place in many aspects of the 
individual’s life from activities of daily living (ADL), instrument activities of daily living 
(IADL) work, education, rest/sleep, work, play, leisure, and social participation (AOTA, 2014b).  
Cancer affects the lives of hundreds of thousands of individuals each year in many aspects of 
their daily occupations.  Cancer survivors often face disruption in their daily occupations based 
on ill effects of the disease.  For example, decreased range of motion is often a side effect of 
surgical intervention, chemotherapy, and radiation.  Specific exercise protocols have been 
developed to help decrease physical impairments (Huit, 2011; Lauchlan et al., 2011; McNeely et 
al., 2012).  However, these exercise protocols were developed to treat possible physical 
limitations of medical intervention with little to no attention directed toward intervention 
pertaining to the individual needs of the client.  Few researchers have addressed which type of 
therapeutic activities are provided through occupational therapy intervention to promote 
engagement in daily occupations that are meaningful to the individual receiving therapeutic 
intervention and how these treatment interventions are determined by the occupational therapy 
practitioner.  As more individuals benefit from increased life expectancy and survivor rates 
continue to increase, it is imperative that occupational therapy practitioners promote engagement 
of meaningful therapeutic activities to increase occupational engagement in clients who are 
cancer survivors. 
Statement of Problem 
      Currently there are few studies indicating which occupational therapy services are 
provided to cancer survivors.  There is also a lack of evidence describing how occupational 
therapy practitioners decide which interventions to provide to cancer survivors through the 
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progression of care. Occupational therapy practitioners do not necessarily use the same language 
or billing practices to identify the type of interventions provided, which can lead to a disconnect 
in the understanding of services provided.  The Framework (AOTA, 2014b) was established as a 
tool for occupational therapy practitioners and other health care workers to better understand 
occupational therapy practice.  It is intended to be used in combination with current evidence and 
knowledge regarding occupational therapy practice.  The Framework can be used across settings 
(Kannenberg & Mahaffey, 2014; Schwartz, 2010). Furthermore, there are no established 
protocols or best practices and intervention effectiveness studies for cancer survivors receiving 
occupational therapy services. There is limited information regarding which are the most 
frequent treatment interventions for cancer survivors receiving occupational therapy intervention.  
Statement of Purpose 
      To understand the current practice by occupational therapy practitioners in an oncology 
setting, it is essential to first identify which type of services are being provided and how the 
decision process occurred.  The purpose of this dissertation research was to identify which 
occupational therapy services are being provided to individuals who are cancer survivors and to 
explore the decision-making process of the occupational therapy practitioners providing the 
intervention.  
Research Questions  
      The research questions are the following:  
1. Which types of services are being provided by occupational therapy practitioners for 
cancer survivors in an oncology setting?  
2. How do occupational therapy practitioners decide which type of services to provide 
when working with cancer survivors? 
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3. In what ways does the decision-making process of the occupational therapy 
practitioner explain which occupational therapy services are provided across settings? 
Operational Definitions and Terms 
Cancer Survivor 
      A cancer survivor is an individual who has been diagnosed with cancer with or without 
active disease.   
Occupational Therapy Practice 
   Any therapeutic involvement an occupational therapy practitioner has with a client that 
could include screening, evaluation, interventions, and outcome measures.  
Rationale for Study 
      Within the scope of practice, occupational therapy practitioners have the opportunity to 
use a client-centered intervention approach to collaborate with the individual and empower each 
person to shape the therapeutic intervention to emphasize meaningful occupations to the 
participant (Law, Baum, & Dunn, 2005).  The essence of the client-centered approach also 
highlights the authentic practice of occupational therapy by incorporating the holistic view of the 
person into the development of the therapeutic intervention (Hemphill-Pearson, 1999).  In 
addition, the client-centered approach has been linked with increased compliance with 
therapeutic recommendations, client satisfaction, and increased occupational performance (Law 
et al., 2005).  
Theoretical Framework 
      The theoretical framework that best supports this project is the person-environment-
occupation (PEO) model. The PEO model emphasizes a client-centered practice with interaction 
between the person, environment, and the occupation (Law et al., 1997). Law et al. (1996) stated 
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that the PEO model is utilized to promote increased participation in daily occupations and each 
variable work in conjunction with each other.  Increased harmony between the constructs of 
person, environment, and occupation increases one’s occupational experience (Lyons, 2006). 
Therefore, the better the fit between the person, environment, and occupation, the better the 
occupational performance. 
    Adhering to the constructs of the PEO model, the practitioner works in conjunction with 
the client to identify limitations with daily occupations and occupational performance.  
Occupational performance is the outcome of the experience of a person engaged in meaningful 
activity within an environment (Law et al., 1996, Law et al., 1997).  The proposed outcome of 
the PEO model is that of successful engagement in daily occupations, which occurs through the 
interaction of the person, environment, and occupation. The more compatible each are, the more 
successful the outcome (Law et al., 1996; Law et al., 1997).  
Assumptions and Limitations of the Study 
Assumptions 
      In any type of research, the researcher presents his/her theoretical beliefs and 
assumptions regarding research. Using a more interpretive view on research, there are two 
inherent basic assumptions that need to be addressed.  The first is that participants will be 
truthful and will be able to identify and articulate the occupational therapy services provided to 
cancer patients and survivors.  Although the researcher does not personally know each potential 
participant, there is no initial reason to believe that the potential participants would not be 
truthful. The second assumption is that bracketing will occur with the researcher. By becoming 
aware and setting aside personal prejudices, viewpoints, and assumptions, it allowed the 
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investigator to approach this dissertation study from a fresh perspective (Creswell, 2007; 
Merriam, 2001).  
Summary 
This dissertation study is relevant as it adds value to practice in the field of occupational 
therapy by identifying which therapeutic services are used by the occupational therapy 
practitioner to promote engagement in daily occupations for a cancer survivor.  Knowledge 
gained in this dissertation study will be used to help other occupational therapy practitioners and 
clients in determining the best type of occupational therapy services for clients who are cancer 
survivors. The PEO model was used to relate the uniqueness of the occupational therapy 
perspective across settings. 
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Chapter 2: Literature Review 
     This literature review was intended to provide a foundation of current knowledge (Polit 
& Beck, 2004) to identify current occupational therapy practice and interventions for individuals 
who are cancer survivors. First, the literature review explores the theory for ways to promote 
increased engagement in daily occupations to promote improved occupational performance.  
Next, the review addresses common treatment methods currently used for individuals who are 
cancer survivors.  Additionally, the concept of meaningful activity is addressed.  Finally, a 
summary concludes this literature review section.   
Theoretical Framework 
    Individuals have many different roles they identify with, such as son, daughter, spouse, 
father, mother, employee, friend, and so forth. They may also change roles frequently throughout 
the day or a lifetime, which may affect the activities they identify as meaningful.  A cancer 
diagnosis does not make these roles disappear.  It may even cause changes in the roles and 
corresponding occupations for each.  Individuals may have functional deficits in the occupation 
of one or more roles (Penfold, 1996). Each of these components have the potential to affect the 
choices the clinician makes regarding which occupational therapy services are provided. 
Therefore, identifying the best model to promote increase engagement in daily occupations 
would be beneficial to better understand the decision-making process of the occupational therapy 
practitioner. 
      The PEO model supports the concept that roles are continuously changing due to the 
individual’s occupations, roles, and the environments in which they interact (Law et al., 1997).   
Intervention utilizing the PEO model uses the client’s definition of meaningful activity and 
through engagement improves well-being (Law et al., 1997). The client and practitioner 
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collaborate to identify strengths and weaknesses regarding occupational engagement (Law et al., 
1997). Thus, the individual determines the meaningful activity.      
Person-Environment-Occupation Model 
      The PEO model was developed in 1996 (Law et al., 1996). According to Law et al. 
(1997), the PEO model is a transactional approach model derived from environmental theorists 
(Lawton & Nahemow, 1973), the theory of flow (Csikszentmihalyi & Csikszentmihalyi, 1988) 
and the Canadian Guidelines for Occupational Therapy (Canadian Association of Occupational 
Therapists [CAOT], 1991). “The model describes occupational performance as the product of a 
dynamic, interwoven relationship that exists among people, their occupations and roles, and the 
environments in which they live, work and play” (Law et al., 1997, p. 90).  The PEO model is a 
tool for occupational therapy practitioners to use in practice to promote increased occupational 
engagement in daily occupations that are meaningful to the client and in the client’s preferred 
environment (Strong et al., 1999).  
      The PEO model recognizes three main constructs.  These constructs include the person, 
environment, and occupation (Law et al., 1996).  The three constructs are related to each other as 
they overlap in a Venn diagram with the overlapping center representing occupational 
performance.    The better the fit between each component, the larger the area representing 
occupational performance, and the better the outcome is expected.  The purpose of a model is to 
promote increased occupational performance.  Therefore, the intervention chosen that best 
maximizes the fit between the person, environment, and occupation, the more successful the 
individual will be in engagement in daily occupations.   
      For the purpose of this dissertation study, the concept of person would represent the 
practitioner; the concept of occupation would represent clinical practice; the concept of 
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environment would represent the setting in which the practitioner practices; and the outcome of 
the interaction of three, generally referred to as occupational performance, would become the 
occupational therapy therapeutic process.   
      Person. In the PEO model, the person is representative of an individual who “assumes a 
variety of roles simultaneously” (Law et al., 1996; Law et al., 1997). The roles that an individual 
engages in are unique to the individual. The person is seen as comprised of the mind, body, and 
spirit. As a person changes over time, so do the roles that the individual engages in over time 
(Law et al., 1996). This holistic view recognizes that individuals are a sum of their life 
experiences.  
      In this dissertation study, the occupational therapy practitioner would represent the 
person.  The practitioner will bring to the table his/her holistic being of mind, body, and spirit. In 
addition, the life experiences of the practitioner will also be incorporated into practice, such as 
years of experience, education, expertise, personality, and cultural background.    
      Environment. The environment is a broad term, which incorporates culture; socio-
economic status; and institutional, physical, and social aspects (Law et al., 1996; Law et al., 
1997). Barker (1968) suggested that how an individual behaves is based on the environment. The 
environmental context can provide clues about how to behave.  For example, an individual may 
behave one way in church and another way when going dancing with friends.   
      In this dissertation study, the environment could be the facility in which the occupational 
practitioner practices. The environment is comprised not only of physical space but also how the 
structure/expectations for the setting.  The expectations of the setting influences how an 
individual behaves in that setting.  The behaviors within the setting can be influenced by billing 
practices, practice models, and constraints of the facility.  Shafaroodi, Kamali, Parvizy, 
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Mehraban, and O’Toole (2014) identified the workplace environment as adding additional 
limitations to occupational therapy practice. In an acute care setting, occupational therapy 
practitioners may have to see 12 clients a day, and in an outpatient setting, clients may be seen 
every 30 to 45 minutes in an eight-hour day, which leaves little to no time for reviewing research 
and extensively collaborating with other individuals of the client’s care team within the 
traditional work day. Billing codes and third-party payers often dictate the factors that constitute 
a billable service, and occupational therapy practitioners may find themselves “lumping” a 
treatment session under a particular billing code to ensure funding of services.       
Occupation.  The term occupation is used broadly in the PEO model.  Occupations are 
comprised of activities and tasks. Occupations give life meaning (Law et al., 1996; Thomas, 
2012). Individuals engage in activities that fulfill a variety of roles in many different 
environments (Law et al., 1996).  
      In this dissertation study, occupation would be representative of clinical practice. Much 
like the numerous occupations that an individual can be engaged, occupational therapy 
practitioners will have many intervention options, depending on the unique needs of the client.   
 Each component has the potential to have an influence on clinical practice. The better the 
fit between the clinician, facility, and clinical practice, the better the occupational performance. 
For this dissertation study, occupational performance would represent the ideal approach for 
practice. With this model, the more each element overlaps, the more optimal the practice is for 
the clinician.  This concept has often been referred to as “best practice.”  
Studies that Have Used PEO Model 
      The PEO model was developed to be utilized in many practice arenas. Since its inception, 
several research journal articles have been published about using the PEO model. The use of the 
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PEO model is represented in psychosocial, children and youth, and physical disabilities.  Strong 
et al. (1999) illustrated the use of the PEO model with multiple clients across settings.   
      In the area of psychosocial and group aspects, the PEO model has been utilized with 
women in recovery, women transitioning through different life events, and women in a 
residential facility for substance abuse (Peloquin & Ciro, 2013; Schwartzman, Atler, Borg, & 
Schwartzman, 2006).  In both studies, the use of the PEO model provided positive outcomes 
related to the relationship between the person, environment, and occupation.  The PEO model 
was also utilized with mothers of children with disabilities.  It shaped and guided group sessions, 
and it allowed the mothers greater insight toward barriers and enablers to providing the best care 
for their children (McGuire, Crowe, Law, & VanLeit, 2004).   
      Furthermore, in the practice area of physical disabilities, Law et al. (1998) utilized the 
PEO model in a hospital setting to examine its application in a rehabilitation setting with 
children.  In addition, Maclean, Carin-Levy, Hunter, Malcomson, and Locke (2012) conducted a 
study in an acute care setting in which occupational therapists were asked use the PEO model in 
practice.  The researchers found that the therapists found value in its application.  Value was 
expressed by the practitioners regarding the flexibility of the model to be utilized effectively in 
an acute care setting.  It also provided the opportunity for occupational therapy practitioners to 
incorporate a variety of services based on the individual needs of the client. Cipriani (2007) 
conducted a literature review regarding the use of the model in a long-term care facility 
regarding choice of engagement in activities. Cipriani concluded that the use of the PEO model 
was congruent with the beliefs of occupational therapy practice and the individual’s choice for 
participation.   
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 PEO studies in oncology. Although the use of the PEO model has also been documented 
in several areas of occupational therapy practice, there is limited literature in which the PEO 
model is used or studied in the area of oncology.  Désiron, Donceel, de Rijk, and van Hoof 
(2013) most recently used the Canadian model of occupational performance, person-
environment-occupational-performance model and the model of human occupation as a practice-
guide model to guide intervention of occupational therapy practitioners in preparing individuals 
with breast cancer for their return to work.  However, the authors did not address the PEO model 
even though it is closely related to all three models.  In contrast, Lyons (2006) used the PEO 
model to interpret the findings in her research regarding cancer to better understand the 
significance of the person, environment, and occupation when providing occupational therapy 
intervention to help improve the client’s quality of life.  Lyons concluded that the discrepancy in 
perceived quality of occupational engagement for clients with cancer was related to the 
congruence of the person, environment, and occupation.  
      In summary, some benefits of the model are that it allows occupational therapy 
practitioner to consider all aspects of a client’s complex daily occupations across the lifespan, 
provides a framework for occupational therapy across a broad spectrum of practice settings, and 
highlights the engagement of collaborative treatment between the occupational therapy 
practitioner and the client (Strong et al., 1999). Its use in the context of occupational therapy has 
been documented across settings with individuals who have varying diagnoses. The model has 
been used as a guide to therapeutic intervention with a variety of conditions, and there has been 
research to support its use in the importance for clients choosing the activities and occupations in 
which to engage.  It has also been used in group settings to provide insight to effectiveness of 
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occupational therapy intervention. However, there is no documented evidence of its use with 
practitioners in an oncology setting.  
Clinical Reasoning  
 Clinical reasoning is considered complex and multidimensional (Chamberland et al., 
2015). Clinical reasoning is defined as the “thinking and decision-making processes associated 
with clinical practice” (Higgs & Jones, 1995, p. 60). Levett-Jones et al. (2010) added to this 
general definition by identifying a more comprehensive active process used during clinical 
reasoning that highlights evaluating outcomes and reflecting on the process. Because clinical 
reasoning is so complex, identifying one particular model to use across disciplines and settings 
may be difficult. Although the terminology may vary across disciplines, there are particular 
mechanisms that appear consistent in the process, which are knowledge, competence, 
performance, and action (Miller, 1990; Rethans et al., 2002). All of these are valuable 
components that aid in the decision-making process reflected in clinical reasoning. 
 Clinical reasoning has been studied in various disciplines in health professions across 
conditions and settings. Each article represents a slightly different focus whether it be about how 
to measure clinical reasoning or how clinical reasoning process occurs in a particular setting 
(Chamberland et al., 2015; Fu, 2015). There is no one particular agreed-upon method for clinical 
reasoning to occur, which can make the understanding of how clinical reasoning occurs very 
complex and daunting. The lack of clear structure to describe clinical reasoning process also 
makes it difficult to isolate why particular decisions are made across health care professions. 
Identifying common threads that exist throughout the process for each profession may be 
beneficial to the overall understanding of the process.  
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 Clinical reasoning practice in occupational therapy has been demonstrated in the 
literature for the process of clinical reasoning and the strategies that occupational therapy 
practitioners use to make everyday decisions in practice. Arguably the most prominent articles in 
occupational therapy as related to clinical reasoning are by Mattingly (1991a) and Fleming 
(1991). Both agree that the state of the client’s medical condition affects the decision-making 
process. Mattingly concluded that narrative thinking guides the occupational therapy practitioner 
through the process, and Fleming identified that practitioners rely on various reasoning strategies 
related to the situation at hand. There appears to be multiple factors to consider in clinical 
reasoning as related to a particular situation and/or setting. Clinical reasoning, specifically 
related to oncology, can be multifaceted given the complexity and nature of the disease process 
and its treatment strategies. Although it has been suggested in the current research that any of the 
clinical reasoning strategies can be used across conditions and across settings, there are none 
currently published that address the decision-making process of occupational therapy 
practitioners in oncology care.  
Occupational Therapy for Cancer Survivors 
      The main goal of rehabilitation in the field of oncology focuses on improving quality of 
life of the client regardless of functional deficits related to the diagnosis (Rankin & Gracey, 
2008; Yadav, 2007). Rehabilitation for oncology-related conditions can be divided into the 
categories of “preventative, restorative, supportive and palliative” (Yadav, 2007, p. 361). 
Occupational therapy practitioners have a unique role in treating cancer survivors.  The 
occupational therapy practitioner has the capacity to use a holistic approach that addresses the 
client’s desired need to improve engagement in daily occupations.  The type of treatment 
intervention currently documented in the literature varies across specific cancer diagnosis.  
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Breast cancer. Breast cancer is arguably one of the most researched types of cancers.  
Although most of the literature addresses the roles and care for women, men are also diagnosed 
with breast cancer.  Exercise and strength training of upper extremities are the predominant 
forms of intervention identified throughout the literature in breast cancer, which may be 
secondary to the fact shoulder impairments are the most common side effects associated with the 
surgical treatment for breast cancer (Ghazinouri et al., 2005).  Exercise protocols have been 
developed to aid in the promotion of greater shoulder movement following a mastectomy 
(Carter, Drum, Hayward, & Schneider, 2003; Campbell, Mutrie, White, McGuire, & Kearney, 
2005; Harris, Campbell, & McNealy, 2004; Lauridsen, Christiansen, & Hessov, 2005; Morimoto 
et al., 2003).  The common exercises identified are shoulder flexion, shoulder extension, and 
horizontal abduction and horizontal adduction.  However, there is much debate about when they 
should be completed and how (Chen & Chen, 1999; Carter et al., 2003).  Sugden, Rezvani, 
Harrison, and Hughes (1998) and Harris et al. (2004) addressed appropriate exercises for upper 
extremity movement following breast surgery and the controversy regarding intensity of strength 
training.  Harris et al. suggested that gradual progression of strength exercises would promote 
increased functional performance for engagement in daily occupations. Although there may be 
discrepancies within the literature regarding when the best time to introduce exercise in practice, 
the role of occupational therapy services for breast cancer survivors is well documented in the 
literature.  One thing that the literature provides is that there are several areas of concern to 
address with survivors of breast cancer across the lifespan.  Treatment varies from use of 
adaptive devices to exercise to increase range of motion due to physical limitations as well as 
emotional aspects due to the decreased ability to re-engage in daily occupations (Désiron et al., 
21 
2013; Lattanzi, Giuliano, Meehan, Wootten, & Zimmerman, 2010; Lyons, 2006; McClure, 
McClure, Day, & Brufsky, 2010; Newman & Campbell, 2013; Strong, 1987). 
Lung cancer. Lung cancer is one of the leading causes of cancer among men and women 
(American Cancer Society, 2016). There are three different forms of lung cancer: non-small-cell 
lung cancer (NSCLC), small-cell lung cancer (SCLC), and mesothelioma. NSCLC is the most 
common form of lung cancer (McKinney, Lowrie, & Hamilton, 2008). Unfortunately, 
individuals with lung cancer have a high mortality rate (Callistus Nwosu, Bayly, Gaunt, & 
Mayland, 2012). Despite the decreased life expectancy of individuals with lung cancer, 
individuals have identified the desire to remain as independent as possible while maintaining a 
good quality of life (Anderson, Vinther, Pouken, & Mellemgaard, 2013; Hwang, Yu, Shih, Yang, 
& Wu, 2012; Riesenber & Lübbe, 2010). One way to establish these goals is through exercise.   
      During rehabilitation, clients may be given treatment interventions that include exercise 
protocols or ADL re-training (Anderson et al., 2013; Hoffman et al., 2014; Hwang et al., 2012; 
McKinney et al., 2008).  The occupational therapy practitioner can be instrumental in providing 
this type of intervention as well as education and procurement of adaptive equipment, home 
modifications, and energy conservation techniques (McKinney et al., 2008). Callistus Nwosu et 
al. (2012) supported the use of occupational therapy services for delivery of occupational therapy 
at any stage of the disease progression.   
Neurologic cancer.  Neurologic tumors consist of tumors that originate in the central 
nervous system, which includes the brain and spinal cord (Carr, Finlay, Pearson, Thompson, & 
White, 2008).  Tumors to this region may be primary or secondary in origin.  The term primary 
tumor indicates that the tumor started in the same region, and secondary refers to the fact that the 
tumor started in another region of the body and metastasized to the brain or spinal cord.  
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Secondary tumors or metastatic disease to the brain is often found in individuals with a primary 
diagnosis of breast, lung cancer, prostate, bladder, or liver cancer (Crnalic et al., 2013; 
McDonald & Saykin, 2013; Rades, Douglas, & Schild, 2013). Regardless of how the tumor was 
formed, the physical and cognitive limitations remain the same.     
      Individuals with brain cancer may experience loss of memory, decreased attention, and 
decreased problem-solving skills, depending on the location of the tumor (Barrett & Watterson, 
2006; Carr et al., 2008).  Cognitive impairments can range from mild to severe, so it is important 
to assess the client for safety (Argyriou, Assimakopoulos, Iconomou, Ginnakopoulou, & 
Kalofonos, 2011). Impairments in sensation, muscle strength, and range of motion may also be 
impaired, which would affect the individual’s engagement in daily occupations (Barrett & 
Watterson, 2006).  
      For individuals who have spinal cord symptoms related to the tumor, bowel and bladder 
as well as physical movement may be impaired (Barrett & Watterson, 2006; Carr et al., 2008; 
Rades et al., 2013). Crnalic et al. (2013) stated that in an absence of early diagnosis, lasting 
effects, such as difficulty to walk or manage bowel and bladder abilities, are more probable.  
These types of impairments could affect the individual’s ability to independently maintain a 
daily routine.   
      Although there is limited information regarding the role of occupational therapy working 
with individuals who have brain or spinal cord tumors, given the nature of the disease, an 
occupational therapy practitioner would employ the same principles of improving cognition and 
balance, depending on the location of the tumor (McDonald & Saykin, 2013). Completing a 
physical and cognitive assessment of the client’s ability would allow the occupational therapy 
practitioner to obtain information regarding the specific needs of each individual to optimize 
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functional outcomes (Barrett & Watterson, 2006; Campbell, Pergolotti, & Blaskowitz, 2009; 
Carr et al., 2008). 
Head and neck cancer. Head and neck cancer refers to cancers that originate in the head 
and neck region with the exception of brain-related tumors. Swallowing, cervical range of 
motion, and shoulder impairments are the most common side effects associated with the surgical 
treatment for head and neck cancer (Lauchlan et al., 2012; McNeely et al., 2012; Peponi, 
Glanzmann, Willi, Huber & Studer, 2011).  Exercise and strength training of the neck and upper 
extremities are the predominant forms of intervention identified throughout the literature in head 
and neck cancer, which may be secondary to the fact that exercise protocols have been developed 
to aid in the promotion of greater shoulder movement following head and neck surgery 
(Lauchlan et al., 2012; McNeely et al., 2012).  The common exercises identified are shoulder 
flexion, shoulder extension, and horizontal abduction and horizontal adduction.  However, there 
is much debate for when they should be completed and how (Chen & Chen, 1999; Carter et al., 
2003).        
      Lauchlan et al. (2012) and McNeely et al. (2012) addressed appropriate exercises for 
upper extremity movement following head and neck surgery.  Currently it remains unclear when 
is the most appropriate time to begin exercises post surgery.  Harris et al. (2004) suggested that 
gradual progression of strength exercises would promote increased functional performance and 
engagement in meaningful occupations.   
Musculoskeletal cancer. As the name implies, musculoskeletal tumors arise in the 
muscle or skeletal systems.  These types of tumors are generally referred to as sarcomas. There 
are four common types of classifications for a sarcoma.  It is classified by its location of origin 
(Richards, Denning, & Lindsell, 2008). For example, osteosarcomas arise in the skeletal tissue 
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(Richards et al., 2008). Regardless of the origin, tumors of the musculoskeletal system present 
with similar symptoms, such as pain, swelling, and pathological fractures (Lietman & Joyce, 
2010; Richards et al., 2008). Often times surgery is required for management of the disease 
(Lietman & Joyce, 2010; Oren, Zagury, Katzir, Kollender, & Meller, 2001; Richards et al., 2008; 
Robinson, Lackman, & Donthineni-Rao, 2001). 
      The principles for rehabilitation for the treatment of sarcomas are similar to that of 
treating an individual with a typical orthopedic condition.  The occupational therapy practitioner 
would focus on mobility, maintaining surgical precautions, and improving quality of life for the 
cancer survivor (Beck et al., 2010; Guo et al., 2011; Oren et al., 2001; Richards et al., 2008; 
Robinson et al., 2001; Yadav, 2007).  Yadav (2007) stated that the occupational therapist can 
provide education and daily training for the client who focuses on the ability to perform activities 
of daily and instrumental activities of daily.  In addition, occupational therapists may also 
provide education and use of durable medical equipment, such as wheelchairs, to improve the 
client’s function (Richards et al., 2008; Yadav, 2007). In the case in which a client requires 
immobilization of a limb or joint, an occupational therapist may provide a custom splint (Guo et 
al., Yadav, 2007).  
Managing Side Effects 
      When an individual is diagnosed or treated for cancer, he or she may experience side 
effects.  These side effects may come from the cancer or tumor itself (site and progression), or it 
may be secondary to treatment related to the management of the disease.  Treatments, such as 
surgical intervention, chemotherapy, and radiation, are often provided in the management of 
cancer (Cooper, 2006d; Oren et al., 2001; Yadav, 2007). Some side effects include lymphedema, 
fatigue, impaired cognition, anxiety, and altered body image.  Details of the side effects are 
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presented below.  Additionally, the way in which a client is able to manage the side effects will 
affect his or her engagement and enjoyment in daily occupations.  Occupational therapy 
practitioners can be an integral part of managing side effects through the use of appropriate 
assessments, interventions and functional outcome measures (Cooper, 2006a).   
Lymphedema. Lymphedema is often referred to as an increase of swelling of the 
affected limb (Penfold, 1996).  Lymphedema occurs secondary to surgical removal of lymph 
nodes.  There are a high number of lymph nodes found in the axillary region, neck, and pelvis.  
For clients with breast cancer, it is common practice that axillary nodes are surgically removed to 
check for evidence of cancer spreading through the lymph system.  When this occurs, 
lymphedema generally forms within the upper extremity on the same side as the surgical site. 
The increased swelling often leads to impairment in range of motion and compromises 
independence with daily living skills (Penfold, 1996).   
       The use of occupational therapy services in the management of lymphedema has been 
supported in the literature.  Lymphedema is a lifelong condition that requires treatment over 
time.  Occupational therapy intervention can include the following: wrapping of the swollen 
region, manual lymphatic drainage, compression garments, adaptive devices, and education 
(Cooper, 2006a; Davies & Desborough, 2008; Diaz & Levy, 2005). With increased difficulty in 
swallowing due to swollen lymph nodes in the neck region, it may affect the client’s ability to eat 
and taking in the proper amount of nutrition.  The occupational therapy practitioner may utilize 
swallowing strategies with the client to improve nutritional intake.  If a limb is affected and the 
client has difficulty moving that region, the occupational therapy practitioner may provide 
education to client for exercises to promote movement throughout various environments and 
engagement in daily occupations (Richards et al., 2008). 
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Cancer-related fatigue. Williams et al. (2006) stated that clients with cancer 
demonstrate a higher incidence of fatigue than the general population. Cancer-related fatigue 
(CRF) “is characterized by feelings of tiredness and weakness despite adequate amounts of sleep 
or rest” (Cella, Davis, Breitbart, & Curt, 2001, p. 3385).  CRF is an obstacle for clients with 
cancer (DeSanto-Madeya, Bauer-Wu, & Gross, 2007; Lowrie, 2006; Mock et al., 1997; Williams 
et al., 2006) 
      Cella et al. (2001) suggested that CRF alters an individual’s ability to “engage in 
meaningful” occupations (p. 3385).  Many clients undergo surgery and/or chemotherapy and 
radiation to remove the cancerous cells from the body, which have side effects that may cause 
fatigue.  Each of these factors in addition to the challenges of daily living faced by individuals 
with cancer would contribute essentially to fatigue and decreased participation in meaningful 
activities.   
      The role of occupational therapy with CRF is one of assisting the clients with symptom 
management, which could include but not be limited to exercise and energy conservation 
(Giacalone et al., 2013; Griffie & Godfroy, 2014; Lowrie, 2006; Ogilvy, Livingstone, & Prue, 
2008). The occupational therapy practitioner uses a holistic approach to take into account the 
roles and daily routine unique to each client to promote engagement in daily occupations to 
improve well-being (Lowrie 2006; Ogilvy et al., 2008; Purcell, Fleming, Bennett, & Haines, 
2010).  
Impaired cognition. As stated earlier in this paper, impairments in cognition may stem 
from tumor growth on the brain or side effects of chemotherapy and radiation (Argyriou et al., 
2011). If a brain tumor is located in the region of the temporal lobe, which is necessary for 
speech and memory, individuals could have difficulty with memory, speech, and swallowing.   
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      Through the use of brain scans, McDonald and Saykin (2013) found that there is a 
reduced brain volume in the frontal lobe of clients treated with chemotherapy.  This deficit could 
lead to poor decision-making abilities.  With impairment in decision-making abilities, 
individuals could face difficulty with safety in order to return home independently.  It could also 
put the individual at risk when completing activities of daily living and or instrumental activities 
of daily living.  
      There are many types of intervention an occupational therapy practitioner can provide to 
individuals with impaired cognition due to tumor related growth or side effects of treatment.  For 
example, Hegel et al. (2011) used the telephone to deliver cognitive intervention to individuals 
living in rural areas. Lattanzi et al. (2011) reported that women with breast-cancer-related 
impairments had to request occupational therapy services to promote function for daily activities 
as related to their psychosocial well-being. Occupational therapy services can also be utilized to 
promote problem-solving skills through cognitive rehabilitation (Baxter, Dulworth, & Smith, 
2011; Newman & Campbell, 2013). 
Anxiety.  It is important to not only recognize the physical symptoms of cancer and 
cancer treatment on the human body but also the psychological aspects.  Increased anxiety can be 
one psychological aspect that clients experience throughout the continuum of care, which may 
have an impact on the individual’s daily routine (Lewis, Davies, & Cooper, 2008). Identifying 
ways to manage anxiety may lead to increased engagement in daily activities and improved 
quality of life for the cancer survivor.  
Relaxation techniques. Cooper (2006b) and Vockins (2004) both identify the need for 
relaxation techniques in the treatment of clients with cancer.  Cooper identified the various 
cognitive, physical, and behavioral symptoms that are influenced by anxiety.  Interruption in any 
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one of these areas can lead to decreased occupational performance.  Cooper suggested first 
explaining to the patient how the body is responding as anxiety increases.  Once the client 
understands these reactions, the practitioner can then educate the patient about stress 
management techniques (Cooper, 2006b) 
       Vockins (2004) conducted a study using 30 women with breast cancer to identify which 
types of treatment activities were being used by occupational therapy practitioners in an acute 
care setting. Vockins identified that occupational therapy practitioners were more involved in 
educating patients about relaxation training than in time spent on activities of daily living. 
Vockins identified that spending time on relaxation techniques instead of activities the patients 
identified as meaningful could be a limitation due to the particular setting in which the survey 
took place.  It was suspected that the activities would be different from facility to facility and 
setting to setting.  This research information would translate well to individuals with head and 
neck cancer given the similarities in physical limitations post-surgery and increased anxiety in 
general for individuals with cancer.  
      Breathing techniques. There are two forms of breathing techniques that can be utilized 
in the area of oncology.  One form focuses on the physical act of breathing (raising and lowering 
of the chest wall) and the other focuses on the breathing techniques for relaxation (Cooper, 
2006b, 2006c; Fisher & Lowrie, 2008). Breathlessness has a relationship between the physical 
aspect of breathing and the mind.  Fisher and Lowrie stated that breathlessness is often 
associated with cancer pain but can be easily management with the proper techniques. Cooper 
(2006c) suggested first completing an assessment of the causes the breathlessness. If 
breathlessness is caused by a physical component, such as disease progression, a collaborative 
model with the oncological team may be warranted (Cooper, 2006c; Fisher & Lowrie, 2008). 
29 
Hodge (2014) stated that by asking a client to describe how the breathing feels provides further 
insight into the type of breathlessness.  Difficulty breathing physically, dyspnea, can be 
described by a tightness in the chest, physical tiredness due to breathing, or the feeling of air 
hunger.  In these instances, pharmaceutical intervention or oxygen may be required (Hodge, 
2014).  
      Although Pergolotti, Cutchin, Weinberger, and Meyer (2014) believe that occupational 
therapy services may be underutilized with this population, Cooper (2006b; 2006c) suggested 
that the occupational therapy practitioner first start with an activity analysis to evaluate the level 
of engagement for the client in daily occupations to identify the root cause of the breathlessness. 
If breathlessness occurs secondary to physical aspects, environment modifications and adaptive 
devices may be warranted to promote engagement in daily activities (Cooper, 2006c). If the 
breathlessness occurs secondary to increased anxiety, the occupational therapy practitioner can 
educate the client about how to better manage his or her breathing patterns.   
Body Image 
      Due to the obvious visible incisions and swelling secondary to surgery, altered body 
image is a concern for individuals with cancer.  However, there remains limited research on the 
subject of body image as well, which could be secondary to the fact that individuals with cancer 
focus on increasing motor ability (Caty, Kinsella & Doyle, 2009; Rogers et al., 2008; Lam Tang 
et al., 2008).    
      Gold (2012) and Deno et al. (2012) place emphasis on the importance of the psychosocial 
component of body image for individuals with cancer.  Impairments in body image may lead to 
decreased community outings and perceived decrease in social support due to limited 
engagement with family and friends (Deno et al., 2012).  Dropkin (1999) noted that individuals 
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with increased premorbid coping strategies had a better perception of their body image than 
those who did not, which is an important concept to consider when decreased self-image may 
limit engagement in meaningful activity.    
      Occupational therapy practitioners also have a unique role in working with individuals 
with concerns regarding body image following cancer treatment.  Altered body image may also 
have an impact on the individual’s engagement in meaningful occupations (Shearsmith-Farthing, 
2001). The occupational therapy practitioner can provide an environment in which the individual 
feels safe to express concerns regarding body image and promote the perception of a healthy 
body image rather than a negative one (Shearsmith-Farthing, 2001; Vockins, 2004).  
Impact of Cancer and Cancer-Related Treatment on Daily Occupations 
  The Framework has identified the following as areas of occupations: ADL, IADL, 
sleep/rest, education, work, play, leisure, and social participation (AOTA, 2014b).  Individuals 
who are cancer survivors report difficulty with engagement in daily occupations.  Throughout the 
years, multiple researchers identified that individuals with cancer have difficulty re-engaging in 
daily occupations due to the disease (Cooper & Littlefield, 2004; Hegel et al., 2011; Lattanzi et 
al., 2010; Newman & Campbell; 2013; Pergolotti et al., 1985; Romsaas & Rosa, 1985; Strong, 
1987; Vockins, 2004)  Söderback, Petterson, von Essen, and Stein (2007) reported that 56% of 
individuals diagnosed with cancer identified a need for occupational therapy services during and 
after their disease treatment phase.  The women indicated a need for occupational therapy to 
provide strategies and techniques to complete their daily occupations, and the men indicated a 
need for adaptation of activities to promote function (Söderback et al., 2007).  
Activities of daily living.  The term ADL refers to basic self-care tasks, such as 
grooming, bathing, and eating (Jacobs, 1999).  Current oncology literature typically focuses on 
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movement and increasing range of motion while neglecting activities that are meaningful to the 
client.  Yet, Jacobs (1999) indicated that participants who are post mastectomy place importance 
on activities of daily living after cancer care.  In additional studies that addressed activities of 
daily living, there was only verbal confirmation from the participant that the functional activity 
could be completed (Ahlberg et al., 2011; Jacobs, 1999; Vockins, 2004; Watterson, Lowrie, 
Vockins, Ewer-Smith & Cooper, 2004).  Watterson et al. (2004) used a retrospective analysis of 
goals that were identified by clients in an acute care setting.  The category of activities of daily 
living were one of the most frequent interventions in oncology by occupational therapy 
practitioners.  However, Vockins (2004) stated that practitioner in an acute care center focused 
1% of the time spent with clients on activities of daily living.  
Occupational Therapy Practice 
 The term “occupation” is central to the profession of occupational therapy.  It defines 
both the profession and practice.  Therapeutic use of occupation as a modality is a complex and 
powerful tool.  Occupation should be the center of our practice. This section will discuss the 
importance of the power of occupation as the center of practice by reviewing occupation as a 
central component to occupational therapy, the use of occupation in curriculum, and the 
importance of engagement in occupation to promote well-being. 
Occupational therapy’s distinct value.  Occupation has historically been at the core of 
occupational therapy.  “It is the profession’s sole claim to existence” (Pierce, 1998, p. 490).  The 
study and use of occupation distinguishes occupational therapy from other professions (Wood, 
1998).  The use of occupation in practice has infinite possibilities.  It can be used to understand 
the roles and activities individuals engage in that define and shape their lives. 
32 
The power of occupation lies in the perception of the client.  The occupation must be 
meaningful in order to promote engagement (Pierce, 1998).  It is through the study of occupation 
and the appropriate design of curriculum, focusing on occupation, in which therapists can best 
develop the necessary clinical reasoning skills required to identify the most appropriate use of 
occupation to assist clients in achieving their goals. 
Power of engagement. Occupations are unavoidable.  “Occupation is something every 
person engages in” (Yerxa, 1998, p. 369).  Occupation provides the activity and engagement that 
defines individual roles.  These roles are defined by the constant choices each individual makes.  
When one loses the ability to engage in every day occupations, it changes the definition of roles 
and activities that once defined that individual.  Engagement in occupation allows an individual 
to take control (Yerxa, 1998).  Being able to take control is an important piece of individual 
autonomy and recovery.   
      Occupation is a vital piece of the recovery process (Burke, 1998). “One’s use of time and 
the timing of occupations make essential contributions to the ability to manage one’s 
environment and the quality of life experienced.” (Yerxa, 1998, p. 368).   It is through the use of 
time that occupation provides mediation for daily life stressors (Wood, 1996).  Quality of life 
and the use of time are even more of a factor as individuals face end-of-life decisions and 
chronic illnesses.  Chronic conditions are becoming more of a concern as individuals experience 
increased longevity secondary to the contributions of modern medicine.  Although the 
reductionistic model seeks to minimize the complexity of the human body and spirit, it cannot 
take away the power of occupation in the lives of individuals.  It is through occupation that one 
begins to reengage in previous roles and meaningful activities. 
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Meaningful activity.  Meaningful activity is one way for a client to identify which 
activities are important to engage in.  One vital way for the patient to identify a meaningful 
activity would be to have the patient identify goals she would like to work on.  Watterson et al. 
(2004) demonstrated this method in an inpatient setting.  Using the Canadian occupational 
performance measure (COPM), researchers were able to assist 90 patients in identifying over 300 
rehabilitation goals.  Watterson et al. set out to not only identify the goals but also rank the 
importance of each goal.  Self-care, leisure, and productivity were ranked among the most 
important and meaningful activities.  Although Watterson et al. (2004) were adequate at 
identifying goals with the patient, there was no indication on frequency of therapeutic 
intervention that focused on the patient’s identified goals.   
      Ahlberg (2011), Williams et al. (2006), and DeSanto-Madeya et al., (2007) also focused 
on self-care in adults with cancer.  Because Williams et al. rooted their research in nursing, there 
was great emphasis on the management of symptoms to promote greater participation in self-care 
activities.  The research lacked the comparison between the participation level of the patient with 
and without management of symptoms.  However, the results provided by these articles can be 
beneficial to future research because they provide information regarding the daily tasks as 
carried out by an individual with cancer.     
      Through coding of activity logs, DeSanto-Madeya et al. (2007) were able to identify six 
themes that encompassed the variety of activities a patient with breast cancer engages in, which 
was especially helpful to better understand the routines and demands that are placed on 
individuals with cancer.  In addition, regardless of the diagnosis of cancer, participants remained 
very active.  However, changes in activity secondary to physical limitations did occur (DeSanto-
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Madeya et al., 2007).  Engagement of meaningful activities not only centered on the individual 
but the family and community expectations as well.      
      Although a patient would rate self-care as a meaningful activity, there was limited 
information regarding therapeutic intervention on this subject for patients with cancer. However, 
understanding the common general redundant themes to be identified in this dissertation will 
consequently aid the practitioner in assisting the patient with identifying meaningful tasks and 
better guide future therapeutic intervention.   
Summary 
      The majority of the articles gathered regarding rehabilitation for cancer survivors are 
predominantly about developing exercise protocols regardless of the type of cancer diagnosed.  
Additionally, because of the emphasis placed on the movement in general, the client’s 
engagement in meaningful activities is overlooked in the literature.  Watterson et al. (2004) noted 
that clients placed greater importance on daily living activities, but in reality, there was very little 
time spent on self-care and a majority of time spent in evaluation.  Each individual is a unique 
entity and how he/she reacts to and perceives therapeutic intervention should also be unique or 
client centered.  The core constructs of the PEO model are present to enhance the client-centered 
approach and allow the opportunity for the client to identify the aspects of therapeutic 
intervention that is most valuable to the individual.  In addition, the PEO model provides the 
opportunity for occupational therapy practitioners to use this information to guide practice in a 
way best suited to the individual to maximize engagement in daily activities with providing a 
better fit between the person, environment, and occupation for that individual.  
     In summation, there is limited research in occupational therapy that addresses which type 
of occupational therapy interventions are being provided to cancer survivors as well as a lack of 
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evidence describing how occupational therapy practitioners decide which intervention to provide 
to cancer survivors.  
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Chapter 3:  Methodology 
     This section describes the type of study and procedures for this research. In addition, the 
subjects will be described as well as appropriate inclusion and exclusion criteria.  Finally, 
treatment measures, data analysis, and format for presenting results are discussed. 
Research Design and Methodology 
      A mixed methods explanatory sequential study was utilized, which included the use of 
quantitative method for the first phase and qualitative methods during the second phase. The 
main concept of mixing the two methods is to “provide a better understanding of the research 
problem” than by simply utilizing just one approach (Creswell & Plano Clark, 2007, p. 5; 
Creswell & Plano Clark, 2011).  Because there is a gap in the literature regarding which type of 
occupational therapy services are being provided in an oncology setting and how occupational 
therapy practitioners decide which services are most appropriate, this type of approach would be 
the most effective and comprehensive to address the research questions.  
 
Figure 1.  Explanatory sequential design steps. Adapted from Designing and Conducting Mixed 
Methods Research (2nd ed.), by J. W. Creswell and V. L. Plano Clark, 2011, Thousand Oaks, 
CA: Sage Publications. Copyright 2011 by Sage Publications.  
 
Within the design for this dissertation research, the quantitative component was 
completed first.  The Occupational Therapy Practice Inventory (see Appendix A) was used to 
gather data regarding which type of occupational therapy services are being provided for cancer 
survivors.  Following the completion of data collection from the quantitative component, the 
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qualitative component was completed using individual interviews with semi-structured 
questions.  Once all of the data was acquired, this investigator analyzed and interpreted the 
information. The quantitative information was interpreted first, and then the qualitative 
information was interpreted.  This method was utilized in order to use the quantitative 
information to modify the semi-structured questions (see Appendix B) prior to phase two of the 
dissertation research. Furthermore, the qualitative data was analyzed second to help explain the 
quantitative results, adding to the richness and rigor of the dissertation study (Creswell & Plano 
Clark, 2011). The final component to a mixed methods study is the “mixing” or integration of 
both the quantitative and qualitative through a connected mixed methods data analysis. In this 
process, analysis from the first set of data (quantitative) was connected to the second set of data 
(qualitative; Creswell & Plano Clark, 2011).  
Rationale  
        The purpose of this dissertation study was to identify which types of occupational therapy 
services are being utilized with individuals who are cancer survivors and to explore the decision-
making process of the occupational therapy practitioners providing the therapeutic services. Due 
to the comprehensive nature of the topic, a mixed methods research design was completed.  
More specifically, an explanatory sequential approach was used.  Mixed methods research 
combines both qualitative and quantitative aspects to research.  Providing integration of both 
designs assists with a greater understanding between the qualitative and quantitative components, 
which overshadows the limitations of a single-approach design (Creswell & Plano Clark, 2011).  
In the case of this dissertation study, it was beneficial for information of one method to be 
utilized to develop the qualitative component, yielding rich data.  
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Quantitative Phase of Project  
     Participants. Participants were licensed occupational therapists and occupational therapy 
assistants from the United States of America who provide direct care to individuals who are 
cancer survivors. Qualified participants (a) successfully completed, at minimum, an associate 
degree for an occupational therapy assistant or an entry-level (bachelors, masters, or doctoral 
degree) in occupational therapy; (b) was at least 18 years of age; and (c) understood and read the 
English language.  There was no stipulation for years of experience in occupational therapy 
practice; therefore, years of experience varied, depending when the participant completed degree 
requirements and entered the area of practice for the first time and when the participant entered 
the field of oncology.  Allowing both licensed occupational therapists and occupational therapy 
assistants provided additional data in terms of care provided as the occupational therapist 
completes the assessment and directs the nature of the care of the client; however, the direct care 
delivery is often provided by the occupational therapy assistant.   
      Instrumentation. The Occupational Therapy Practice Inventory (see Appendix A) was 
developed by the investigator to capture a variety of services used by occupational therapy 
practitioners in oncology care. The language of the Occupational Therapy Practice Inventory 
(OTPI) was formed using the language of the Framework to maintain consistency across the 
profession. The OTPI was formatted into SurveyMonkey, which was then used for 
dissemination. Access to a computer and the Internet was necessary for each participant to 
complete the OTPI.  
Procedures 
      Recruitment. Recruitment of participants was a combination of convenience and 
snowball sampling of occupational therapy practitioners working with individuals who are 
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cancer survivors in the United States.  Snowball sampling occurred through participants 
informing other practitioners who might be interested in participating as encouraged in the initial 
instructions (see Appendix C) or the oncology research flyer (see Appendix D). Given the nature 
of the study, it was necessary to utilize occupational therapy practitioners from facilities that 
treat cancer survivors in a variety of settings throughout the United States. These settings could 
include but were not limited to the following: acute care, inpatient rehabilitation, outpatient 
rehabilitation, skilled nursing facilities, and hospice. All participants were invited to participate 
in this portion of the dissertation study as indicated by their answers to the inclusion criteria 
information via SurveyMonkey. For the recruitment of subjects, this investigator utilized the 
Oncology Forum (126 members), Physical Disabilities Special Interest Section (PDSIS) Forum, 
and Research Forum through OT Connections on the American Occupational Therapy 
Association Web site as well as e-mailing the Occupational Therapy Supervisors of various 
cancer centers throughout the nation who have their e-mails publicly listed on the cancer centers’ 
Web sites. In addition, this investigator used social media, such as Facebook, and individuals 
within the investigator’s professional network. At this time, it is unknown exactly how many 
occupational therapy practitioners work with cancer survivors, and it was difficult to anticipate 
the number of participants. However, given the quantitative nature of the first phase of the 
dissertation study and considering the use of a correlation analysis in which the correlation 
coefficient, r, is .30 with an alpha of .05, using a two-tailed test and a power of .50, 28 data 
points were required for a moderate effect size to demonstrate a relationship (Hazard Munro, 
2001; Portney & Watkins, 2009). The correlation analysis was used to explore if there were a 
relationship between variables (i.e., screening and evaluations, evaluations and OT interventions, 
evaluations, occupational profile, etc.).  
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      Per the initial instructions (see Appendix C) regarding the study, once the occupational 
therapy practitioner identified interest in the study, the SurveyMonkey generated a pre-screening 
form (See Appendix E) to determine eligibility.  Qualified participants who met the inclusion 
criteria for the study were provided an informed consent form (see Appendix F).  The 
participants were instructed that by checking the box indicated their willingness to take part in 
the study and by proceeding with the remaining information provided in SurveyMonkey that the 
participant was consenting to voluntarily participate in the study. Once all interested and eligible 
participants were identified, this investigator scheduled a PowerPoint presentation (see Appendix 
G) through GoToMeeting, phone call (PowerPoint was e-mailed prior to phone meeting), in 
person, or e-mail of PowerPoint presentation, which included audio (see Appendix G) to present 
the information. After each participant was informed of the dissertation study and how to use the 
OTPI, the first phase of the research commenced.  
The investigator presented a detailed overview of the study and how to complete the 
OTPI outlined in Appendix A via GoToMeeting, phone call, in person, or e-mail to educate the 
participants. The OTPI was developed by the investigator to mirror the language in the 
Framework (AOTA, 2014b).  It was developed to help identify the various types of services that 
could be provided by the occupational therapy practitioner in an oncology setting.  Validity for 
the instrument was established using expert opinion (Streiner & Norman, 2008). Five additional 
occupational therapy practitioners assessed the OTPI for ease of use and understanding of 
information to verify content validity.  One practitioner was an occupational therapy assistant 
(OTA) with 6 years of practice, and four practitioners were occupational therapists: one had 5 
years of experience, two had over 20 years of experience as occupational therapists, and the fifth 
individual had 17 years of practice in occupational therapy.  Each practitioner worked in a 
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different practice setting.  One occupational therapist worked with children and youth, two 
worked in oncology (acute care and hospice setting and have authored multiple books and 
research publications on the topic), one worked in academia, and the OTA worked in an 
oncology setting.  Adjustments to the inventory were considered and adjusted as needed based 
the expert feedback of the reviewers.  The following is a list of definitions used to describe each 
section of the OTPI, which was consistent with the language in the Framework (AOTA, 2014b).  
1.  Occupations. Client-directed daily activities that match and support or address 
identified participation goals (p. S29).  
2.  Activities. Actions designed and selected to support the development of performance 
skills and performance patterns to enhance occupational engagement. Activities are 
often components of occupations and always hold meaning, relevance, and perceived 
utility for clients at their level of interest and motivation (p. S29).  
3.  Preparatory methods. Modalities, devices, and techniques to prepare the client for 
occupational performance (p. S29).  
4.  Preparatory tasks. Actions selected and provided to the client to target specific client 
factors or performance skills. Tasks involve active participation of the client and 
sometimes compromise engagements that use various materials to stimulate activities 
or components of occupations. Preparatory tasks themselves may not hold inherent 
meaning, relevance, or perceived utility as stand-alone entities (p. S30). 
5.  Education. Imparting knowledge and information about occupation, health, well-
being, and participation that enables the client to acquire helpful behaviors, habits, 
and routines that may or may not require application at the intervention session (p. 
S30).  
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6.  Training. Facilitation of the acquisition of concrete skills meeting specific goals in a 
real-life, applied situation (p. S30).  
7.  Advocacy. Efforts undertaken by the practitioner (p. S30).  
8.  Self-advocacy. Efforts undertaken by the client (p. S30).  
9.  Groups. Functional groups, activity groups, task groups, and so forth (p. S31).  
    Each occupational therapy practitioner who participated in the study had direct access to 
the OTPI (see Appendix A) via SurveyMonkey.  The participant also filled out a personal 
demographic form (see Appendix H) in SurveyMonkey, which was used to assign a participant 
number (to establish confidentiality of the participant) required for completing the OTPI (see 
Appendix A) and to identify participants for the second component of the study. Participants 
were required to have access to a computer, smartphone, or other mobile device to access the 
Internet to access SurveyMonkey and the OTPI (see Appendix A).  
      Data collection. Data collection began following the completion of the educational 
session provided to each participant. During the first phase of the study, quantitative data were 
gathered using the OTPI (see Appendix A). Data were to be collected over a three-consecutive-
day period. Each participant self-selected his/her own consecutive 3 days of data collection. 
Participants were asked to log into SurveyMonkey following each completed session with a 
client to record the type of occupational therapy service that was provided in an oncology setting. 
Once a participant finished a session with a cancer survivor, the participant accessed the OTPI 
using a mobile device or computer (with Internet access) and responded to each question. 
Participants were asked to repeat this step separately for each client treated on that date. 
SurveyMonkey automatically recorded the information after each entry.  This investigator 
retrieved the information electronically for data analysis.  
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      The information delivered across the Internet was available on a password-protected 
database accessible only to this investigator.  However, data transmission from entry to the 
database occurred through the unprotected networks via Wi-Fi and the Internet. Protection of the 
information gathered was not as critical because it contained no identifying information about 
the cancer survivor client or the occupational therapy practitioner providing the information.  
This method of data collection was chosen for its ease of accessibility and use as well as it being 
free for participants to access.  
      Data analysis. The information gathered in this portion of the study was utilized to 
further develop the semi-structured questions (see Appendix B) for the qualitative component of 
the dissertation study. In efforts to better describe the population, descriptive statistics were also 
compiled at this time (Portney & Watkins, 2009; Trochim & Donnelly, 2007). Because the data 
was quantitative in nature and the investigator was interested in which type of services were 
being provided to cancer survivors by an occupational therapy practitioner in a cancer treatment 
setting, descriptive statistics were utilized to interpret the data. The data acquired through this 
portion of the study supplied the foundation for identifying which types of services were 
provided to cancer survivors across settings. The analysis was used to determine the frequency 
and percentage of each type of service listed on the OTPI (see Appendix A).  In addition, a 
correlation analysis using Phi coefficient was used to explore the relationships between 
variables, such as screening, evaluation, treatment, and outcome measures. Statistical Package 
for the Social Sciences (SPSS 24) was used to complete an item analysis. The information 
gathered during this portion of the study was also utilized to further develop the semi-structured 
questions (see Appendix B) for the qualitative component of this dissertation study. 
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Strength 
      The strength of the quantitative design was that it provides descriptive information about 
the sample.  This quantitative method also provided statistical information to better understand 
frequency of particular occupational therapy services. Descriptive research in the form of 
surveys was utilized to provide an overall view of a group’s characteristics (Portney & Watkins, 
2009). In this dissertation study, the survey results provided greater insight to which types of 
services were employed in an oncology setting with cancer survivors.  The ease of use and 
accessibility of the OTPI (see Appendix A) was also a strength.  Participants had multiple modes 
in which to access the OTPI, such as a computer, smartphone, or tablet.  
Limitations 
      Some limitations to this quantitative design was that participants may not be truthful or 
could falsify data.  In addition, participants could have recorded information at the end of the day 
instead of directly following completion of a treatment session, which may have provided greater 
error in recall of occupational therapy intervention that was provided. The sampling of 
participants was one chosen for convenience and was specific to the population of cancer 
survivors.  Therefore, the information may not be generalizable across diagnoses and settings.  
Qualitative Phase of the Project 
Participants 
Participants were licensed occupational therapists and occupational therapy assistants 
from the United States who provided direct care to individuals who were cancer survivors. 
Qualified participants successfully completed an associate degree for an occupational therapy 
assistant or an entry-level (bachelor, masters, or doctoral degree) in occupational therapy, was at 
least 18 years of age, and understood and read the English language.  There was no stipulation 
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for years of experience that the occupational therapy practitioner would have held.  Years of 
experience varied, depending when the participant completed degree requirements and entered 
the area of practice for the first time and when the participant entered the field of oncology.   
      Allowing both licensed occupational therapists and occupational therapy assistants 
provided additional data to the investigator in terms of care provided as the occupational 
therapist completed the evaluation and directed the nature of the care of the client; however, the 
delivery method could potentially vary between the occupational therapist and the occupational 
therapy assistant.         
Instrumentation 
      Semi-structured questions (see Appendix B) were used to guide the interview.  The 
information gathered from this phase of the project was used to better provide explanation to the 
results of the quantitative phase. The interviews took place either in person at a physical setting, 
neutral to both investigator and participant by phone or by GoToMeeting.  In the physical 
setting, there was a table, and chairs, and the participant was asked to sit directly across the table 
from this investigator. 
Procedures   
      Recruitment. Participants from the qualitative component of the research were 
purposefully selected by the investigator based on the participant’s demographic information 
obtained from the quantitative portion of the study. Given the nature of the study, it was 
necessary to include occupational therapy practitioners from facilities that treat cancer survivors. 
These individuals were chosen from the pool of participants that already participated in the first 
phase of this dissertation study. Purposeful sampling was employed based on credentials and 
years of practice, and to ensure a broad overview of occupational therapy practice, the 
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investigator sent a notification of selection (see Appendix I) via e-mail to the participant, 
indicating selection for the second phase of the study.   
Of the initial participants from the quantitative phase, five were purposefully chosen to 
participate in the qualitative phase of the project.  Because a grounded theory approach was 
being utilized, an attempt to reach saturation was intended. Based on the literature regarding 
grounded theory, data collection could potentially include six to 30 participants to achieve 
saturation (Creswell, 2007; Grbich, 1999). Nine participants were invited to participate in the 
qualitative component of the study. However, five participants participated in the qualitative 
phase. Participants were chosen based on various characteristics identified in the personal 
demographic form (see Appendix H). Creswell (2003) discussed the use of purposeful sampling 
by selecting individual participants who would lend support to the qualitative findings and who 
showed a different perspective on the subject of the study. Considering the use of purposeful 
sampling, the first practitioner chosen was from the therapists with the greatest number of years 
in oncology practice. The second practitioner chosen was an occupational therapy assistant.  The 
third individual had less than 5 years of practice in the field of occupational therapy. The fourth 
participant was an individual who had an entry-level master’s degree, and the fifth individual had 
more than 2 years of experience in occupational therapy practice and less than 2 years of 
experience working in the oncology setting.  Individuals with varying demographics, such as 
type and size of setting, part of the country, and so forth, were chosen to provide a cross section 
of occupational therapy practice. Chosen participants were notified individually via e-mail 
regarding the selection (see Appendix I).   
      Data collection. Data collection occurred through the use of GoToMeeting or face-to-
face interview, using the semi-structured questions (see Appendix B). One participant was 
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interviewed face to face at the American Occupational Therapy Association annual conference 
and was digitally recorded through the use of an iPhone 6 audio recording application (Voice 
Recorder Free). Four participants were interviewed via GoToMeeting. The audio was active for 
both the participants and the investigator during the GoToMeeting session, and the video 
cameras were activated by the investigator during the interview. The investigator recorded the 
session (audio and visual) as embedded in GoToMeeting. In addition to the audio data collection, 
the investigator also took field notes during the interview regarding body language, facial 
expressions, and inflection in the voice of the participant.  
      Data analysis. First, the GoToMeeting recordings were converted to MP4 files. The 
recorded data from the Free Recorder was transcribed verbatim by the investigator using 
Microsoft Word and a Dell computer. Transcription of the GoToMeeting recordings were 
completed using Microsoft Word and NVivo. The investigator uploaded each audio file and the 
prepared transcripts in a newly opened document in NVivo 11 software to begin coding the data.  
Two audio files were directly transcribed verbatim in NVivo while three additional files were 
transcribed verbatim using Microsoft Word. Two folders were created within Vivo: one for the 
audio files and one for transcribed files. Once the audio files were transcribed in NVivo, the 
investigator converted each to a word file to print and code manually.  
The analysis of the qualitative data was consistent with the process used in grounded 
theory (Corbin & Strauss, 2015). There are three main phases of coding in grounded theory, 
which include open coding to identify themes or concepts and axial coding to generate more 
intense analysis of codes into categories and identification of relationships, and selective coding 
was used to validate the relationship between a core category and additional categories identified 
(Grbich, 1999; Strauss, 1987). The investigator uploaded the transcribed data into the NVivo 11 
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software to help manage the data and begin the coding process. In grounded theory methodology, 
“analysis and data collection are interrelated” (Corbin & Strauss, 2015, p. 7). Therefore, analysis 
began directly following the initial interview, and constant comparison was completed following 
the addition of each new data set. Open or initial coding was used first to compare the 
similarities and differences of the content (Creswell, 2007; Grbich, 1999; Merriam, 2002; 
Soldaña, 2013). A line-by-line analysis was used in both NVivo and on paper. Within NVivo, 
nodes were created to describe the written content. The investigator provided specific input 
within NVivo 11 to create nodes that were used to code the data of the written text. For the paper 
method, the investigator printed out each transcribed document and coded directly on the 
document for line-by-line analysis. Overall, the investigator preferred the paper method and 
essentially began coding directly onto the document. Following the line-by-line analysis, the 
investigator began to identify similarities in the data, which eventually led to the open codes. 
From the initial open coding, axial coding was then completed for a more intense analysis of data 
content and examination of emergent categories. The investigator created a Microsoft Word 
document that included a column for open codes, axial codes, and selective codes. All open 
codes were entered into the document and compared to allow of the emergence of axial codes. 
During this process, the investigator began to analyze the data for emergent categories. The 
emergent categories were created in a Microsoft Word document. The investigator also used a 
notebook to write down ideas and further explore categories (core categories, categories, and 
subcategories). Finally, selective coding was used to validate the relationship between a core 
category and additional categories identified (Grbich, 1999; Strauss, 1987) to explore a primary 
theme or central core category, which was also entered into the Microsoft Word document 
initially established for identifying the codes. 
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           To improve trustworthiness, the investigator utilized triangulation through member 
checking, iterative questioning, peer scrutiny, and reflective commentary (Merriam, 2002; 
Shenton, 2004). Triangulation was accomplished through the use of multiple perspectives by 
utilizing an additional evaluator (investigator triangulation), member checking (data 
triangulation), and field notes. For multiple perspectives, the Chair of the investigator’s 
dissertation committee and an additional evaluator were utilized during the qualitative analysis 
phase as well as member checking to ensure that this investigator was capturing the participants’ 
intended meaning. In addition to triangulation, iterative questioning to promote honesty among 
participants was utilized.  Peer scrutiny was necessary to ensure all angles of the study and 
interpretation were addressed.  Finally, reflective commentary was added as another component 
to enhance trustworthiness.  During reflective commentary, the investigator was able to evaluate 
the dissertation research as it developed (Shenton, 2014).  
Management procedures of data.  Data collection that occurred during the quantitative 
and qualitative phases of this dissertation research has been kept confidential.  All hard copy data 
has been kept in a locked filing cabinet at the investigator’s office at Nova Southeastern 
University, Tampa Campus.  All electronic files acquired throughout the dissertation research 
process were saved on the investigator’s laptop and was password protected to ensure safe 
keeping of participants’ information. During the interpretation phase of this dissertation research, 
both quantitative and qualitative elements were mixed. The data were analyzed separately for the 
qualitative and quantitative data, but then integrated into the discussion of the research questions. 
Advantages 
      There are several advantages. Using a qualitative method ensured that the rich data 
gathered from the interview enhanced the information derived from the quantitative component 
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of the dissertation study. The qualitative results can provide additional, more robust information 
to why particular occupational therapy services are being utilized. The emphasis of grounded 
theory methodology is that of theory development, and the theory developed can be used to 
provide a more comprehensive explanation of emerging practice areas (Corbin & Strauss, 2015).  
The data gathered from the qualitative portion of the dissertation study could provide a better 
understanding of why occupational therapy practitioners provide the services they do to 
individuals who are cancer survivors. For example, occupational therapy practitioners could 
provide examples of theories, models, frames of reference, or current evidence-based practice, 
utilized in providing services for cancer survivors.  Furthermore, it can also aid in providing a 
general framework (Creswell, 2007).  
Disadvantages 
      Some disadvantages to utilizing a qualitative method were that the participants may not 
be truthful or be able to articulate why a certain type of intervention was chosen. The 
information could be misinterpreted by the investigator during the coding stage. Therefore, 
triangulation, iterative questioning, peer scrutiny, and reflective commentary was utilized to 
increase trustworthiness.  
Integration of Quantitative and Qualitative Results 
      Initially the quantitative results were analyzed in the first phase of the study. Results from 
the initial phase provided descriptive statistics related to the mode, mean, and median for each 
component of the OTPI (see Appendix A), which were displayed through graphs, charts, and a 
statistical explanation about the results. In addition, the results from the quantitative information 
were utilized to further develop the semi-structured questions for the second phase of the 
dissertation study.  In turn, the results from the second phase of the study were analyzed to 
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explain or add insight to the results from the quantitative portion and added to a more global 
understanding to the dissertation study’s purpose (Creswell & Plano Clark, 2011).  
      Because an explanatory sequential design was used, integration of the quantitative and 
qualitative components occurred through a connected mixed methods data analysis. A connected 
mixed methods approach uses the information from the first set of data analysis and is connected 
to the second set with the intent to better explain the quantitative results (Creswell & Plano 
Clark, 2011). To better illustrate the integration of results, a side-by-side comparison matrix that 
merges the quantitative and qualitative data findings was used.  
Ethical Considerations and Review 
      Ethical consideration was reflected throughout the dissertation study.  This research was 
submitted to the Internal Review Board for Nova Southeastern University and approved (IRB 
Protocol: 2015-118). The identity of each participant was removed and protected by using 
participant codes.  Coded identities were used instead of the participants’ real names.  Research 
records will be kept for 3 years from the end-date of the study.  Hard copy data has been kept in 
a locked filing cabinet of the investigator, and electronic copies and audio files are being kept on 
the investigator’s computer.  The file was password protected to ensure data remains secure. 
SurveyMonkey was chosen as the electronic format to compile the data due to the security 
measures taken by the SurveyMonkey Corporation to protect the information. SurveyMonkey 
uses passwords and user authentication to protect data and oversee all security applications to 
protect the data compiled (SurveyMonkey, n.d.).  
Summary 
    This mixed methods explanatory sequential study was designed to help determine which 
types of services were being utilized by occupational therapy practitioners working with 
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individuals who are cancer survivors.  Mixing the quantitative and qualitative aspects provided 
information as to which type of services were being used and has the potential to provide insight 
to why occupational therapy practitioners chose particular treatment methods.  
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Chapter 4: Results 
Presented in this chapter are the results of the data analysis for the quantitative and 
qualitative components as well as the integration of the two strands included in this dissertation 
study. Descriptive statistics were provided for the quantitative portion of the study, and grounded 
theory techniques were utilized for the qualitative component followed by integration of both 
methods because mixed methods was used. The results and findings as related to the research 
questions are addressed.  
Quantitative Research Question 
     The study addressed the following quantitative research question:  
1. What types of services are being utilized by occupational therapy practitioners for 
cancer survivors in an oncology setting?  
Participants in Phase 1 
     Thirty-two potential participants logged into the SurveyMonkey link for the pre-screening 
form. Of the 32 respondents, 16 provided consent to participate in the study and also provided a 
viable e-mail addresses for further correspondence from the investigators. Nine participants 
completed phase one of the dissertation study. The mean age of the participants was 38.2; the 
median age of the participants was 34. One hundred percent of the participants were female. Two 
practitioners were certified occupational therapy assistants and seven were registered 
occupational therapists. With regard to occupational therapy education, it varied from associate’s 
to master’s degrees (see Table 1).  
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Table 1 
Highest Level of Occupational Therapy Education Completed 
 
Level of Education n Percentage 
Associate degree 1 11.1% 
Bachelor degree 1 11.1% 
Masters degree 7 77.8% 
Doctoral degree 0 0% 
Total 9 100% 
 
The following settings were identified as practice settings in which individuals who were 
cancer survivors were treated: inpatient rehabilitation, outpatient rehabilitation, and acute care 
with distribution across setting depicted in Table 2. All nine participants used the OTPI to collect 
data for a total of 31 client visits (14 male and 17 female). There was a possibility that clients 
may have been seen for multiple treatment sessions.  
Table 2 
Occupational Therapy Practice Settings 
 
OT setting n Percent 
Inpatient rehabilitation 1 3.2% 
Outpatient rehabilitation 4 12.9% 
Acute care 26 83.9% 
Total  31 100% 
 
     Clients in the study were diagnosed with various stages of cancer (see Table 3) and a 
variety of specific oncological diagnoses: breast cancer, lung cancer, metastatic colon cancer, 
neuroendocrine tumor, ovarian and cervical cancer, recurrent vulvar cancer, metastatic malignant 
melanoma, metastatic pancreatic tumor, leukemia, gastro-esophageal junction adenocarcinoma, 
esophageal cancer, squamous cell carcinoma, cervical chondrosarcoma, metastatic renal cell 
carcinoma, glioblastoma multiforme, colorectal, metastatic breast cancer, fungating right 
temporoparietal mass, gastrointestinal stromal tumor, and multiple myeloma (see Figure 2). 
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Table 3 
Cancer Stages of Client 
 
Cancer Staging Count Percent 
Stage 0 2 6.5% 
Stage I 1 3.2% 
Stage II 4 12.9% 
Stage III                                                    1 3.2% 
Stage IV 12 38.7% 
Unknown 11 35.5 
Total  31 100% 
 
 
Figure 2.  Cancer diagnosis frequency.  
 
Treatment Provided  
Occupational therapy services provided are indicated in Table 4. Occupation was broken 
down more specifically, and group was the only intervention choice not used by any of the 
practitioners (see Table 5). There was a discrepancy in reporting. One practitioner reported that 
she did not complete an intervention during her evaluation, but indicated on the OTPI that 
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various interventions were completed, which could have been considered part of the evaluation 
and not a separate intervention.  
Table 4 
OT Services Provided 
 
OT services Frequency Percent 
Screening 9 29% 
Evaluations 12 38.7% 
Interventions 29 93.5% 
Outcome measures 7 22.6% 
 
Note. Percent total is greater than 100% due to participants completing more than one service in 
each session. 
 
Table 5  
Treatment Frequency Chart 
 
Intervention Frequency Percent % 
Occupational focus   
ADL 30 96.8 
Education 18 58.1 
Leisure  15 48.4 
Sleep and rest 11 35.5 
IADL 9 29.0 
Activities 7 22.6 
Work  3 9.7 
Play 2 6.5 
Therapeutic approaches 
Education  26 83.9 
Training 16 51.6 
Assistive technology/Environ. mod. 12 38.7 
Preparatory methods 8 25.8 
Self-advocacy 6 19.4 
Advocacy 3 9.7 
Wheeled mobility 3 9.7 
Preparatory tasks 3 9.7 
Splints 1 3.2 
Groups 0  
 
Note. Percent total is greater than 100% due to participants completing more than one 
intervention in each session. 
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Relationship between Variables 
A Phi coefficient was used to measure the intercorrelations between the dichotomous 
variables (Portney & Watkins, 2009; see Table 6). Strong positive relationships were noted 
between the following variables: (a) screening and evaluation (r = .513, p = .001), (b) 
evaluations and selecting outcome measures (r = .591, p < .001), (c) application of outcome 
measures and selecting outcome measures (r = .739, p < .001), and (d) evaluation and 
occupational profile (r = .667, p < .001). A moderate positive relationship was noted between 
evaluations and application of outcome measures (r = .363, p = .043). Finally, a moderate 
negative relationship between evaluation and OT intervention was noted (r = -.330, p = .06).  
Table 6 
Intercorrelations for Evaluation and Five Other Intervention Measures 
 
Measure 1 2 3 4 5 6 
1 Evaluation ---      
2 Screening .513** ----     
3 Sel outcome measures .591** .435 ----    
4 App. of outcome measures .363 .504** .739** ---   
5 OT interventions -.330 -.411 -.145 .142 ----  
6 Occupational profile .667** .465** .694** .479** -.043 ---- 
 
Note: **indicates coefficients are significant at p <.01 level.  
In addition, a correlation analysis using Phi was completed to explore the relationships 
between treatment variables (see Table 7). A strong positive relationships was noted between the 
variables of work and IADL (r = .512, p = .004). Positive moderate relationships were noted 
between sleep and rest with work (r = .441, p < .014) and sleep and rest with preparatory tasks (r 
= .441, p < .014). In addition, a negative moderate relationship was noted between education and 
splints (r = -.416, p < .020).  
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Table 7  
Intercorrelations for Education and Eight Other Treatment Interventions 
 
Measure 1 2 3 4 5 6 7 8 9 
1 Education  ---         
2 ADL .416 ----        
3 IADL -.106 -.285 ----       
4 Work -.153 .060 .512** ---      
5 Sleep and rest -.225 .135 .268 .441 ----     
6 Splints -.416 .033 -.117 -.060 .246 ----    
7 Assistive   
technology 
.168 .145 -.216 -.260 .103 .230 ----   
8 Wheeled 
mobility 
.144 .060 
 
.031 
 
.262 
 
.213 
 
-.060 
 
-
.260 
----  
9 Preparatory 
tasks 
.144 .060 .031 -.107 .441 -.060 .188 -.107 ---- 
 
Note: **indicates coefficients are significant at p <.01 level.  
Qualitative Research Question 
The qualitative research question addressed in this dissertation study is the following: 1. 
How do occupational therapy practitioners decide what type of services to provide?   
Participants for Phase II 
Participants from Phase I of the study were contacted to participate in Phase II, the 
qualitative portion of the study. Participants were purposefully selected based on years of 
experience in occupational therapy practice, years of experience working in oncology, and 
whether the individual practiced as a licensed occupational therapy assistant or occupational 
therapist. Due to attrition, five participants from the first phase of the study participated in this 
phase. The mean age of the participants was 36.4; the median age of the participants was 31. 
Each participant was female, and all were registered occupational therapists. Considering 
occupational therapy education, all participants had completed a master’s of occupational 
therapy (two of whom were pursuing post professional doctoral degrees). One participant 
reported she was a supervisor, one reported she was a clinician/researcher, and the remaining 
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three reported their primary role as staff clinicians. Additional demographic information is 
represented in Table 8. 
Table 8 
Demographic Information of Participants  
 
Participant ID Years of practice in 
occupational therapy 
Years of practice in 
oncology 
Geographical Region 
of Practice 
3 4 years 2 years Northeast 
4 7 years 7 years Northeast 
5 8 years 2 years Midwest 
8 37 years 12 years South 
10 11 years 9 years Northeast 
 
Data Analysis  
For the qualitative portion of this dissertation study, a grounded theory approach was 
used. Grounded theory methodology lends itself to the development of a theory that is grounded 
in the information from the data gathered (Corbin & Stauss, 2015; Saldaña, 2013). Open, axial, 
and selective coding were completed with the data. The investigator initially completed a line-
by-line analysis of the data. Once those codes were established, the codes were compared for 
similarities and differences, which gave rise to the open codes. Each open code was defined to 
provide a better understanding of the meaning of each. Initially during the coding processing, the 
investigator intentionally allowed the data to give rise to the open codes. Through further 
exploration of the data using constant comparison and memoing, the investigator began to 
identify codes that were closely related to the PEO model and the Framework.  Table 9 
represents a sample of the open codes with their definitions. Once the open codes had been 
established, the investigator began analyzing the relationships between the codes to begin 
exploring the emerging categories and axial codes. As the process may initially appear linear, it 
was in fact not linear at all. The method of constant comparison suggested by Corbin and Strauss 
(2015) was used throughout the entire process. Constant comparison lent itself to analyzing the 
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data following the first interview and continued as the interviews continued and new data was 
acquired. The process continued until all data was recorded, and the theory was identified. Table 
10 provides an overview of some of the axial codes identified in the study.  
Table 9 
Open Coding Examples 
  
Open code Definition 
Promoting success Providing opportunities for the client to be successful  
Using a client-centered approach Incorporating what the client wants to do into the goals and 
services provided 
 
Protocol driven Services provided that are directly based on a 
predetermined set procedure 
 
Seeking knowledge Identifying and utilizing additional resources to build 
knowledge base 
  
Learning as you go Acquiring knowledge and skills through on the job training 
Providing holistic care Providing services that incorporate the client’s needs and 
abilities while considering the psychosocial and physical 
aspects of the individual 
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Table 10  
Axial Coding 
 
Open coding  Axial coding 
Inpatient rehabilitation with neurological, 
musculoskeletal and cancer focus; Clinical 
experience across settings and across the lifespan; 
Experience treating adults with life altering events; 
Having a variety of clinical experience to draw 
from; Basic occupations and activities delivered at 
bedside; Providing intervention services within the 
individual’s personal scope of practice; Completing 
activities that focus on basic physical functioning as 
specific to the environment; Use a variety of 
resources from various theories, models or frame of 
reference; Resources that highlight the person, 
environment and occupation components; Resources 
that highlight the person, environment and 
occupation components; Use a variety of resources 
from various theories, models or frame of reference; 
Resources that highlight the person, environment, 
occupation components, roles habits, and routines; 
Providing holistic care 
Drawing from previous OT 
experience to provide care in 
oncology  
Supporting quality of life through client centered 
approach across the cancer continuum; Bringing 
quality to life through coping and adaption 
strategies; Being aware of the client as a 
psychosocial being and enhancing the client-
therapist interaction; Addressing cancer related 
symptoms during activities the client has identified 
to participate; Empower the client through staying 
active during basic activities of daily living; 
Targeting the psychosocial needs of the client; 
Clinicians are limited only by their understanding of 
the disease; Promoting social participation while 
being sensitive to end of life fact Promoting OT 
services in order to increase client’s  independence; 
Time consuming due to the complex nature of the 
disease 
Special Factors to consider 
when providing care in 
oncology 
continued 
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Open coding  Axial coding 
Individual plan of care depending on deficits; 
Engagement in occupations that are meaningful to 
the client in the context of the environment; 
Establishing an outline of the treatment session with 
the client based on identified goals and reflection of 
daily tasks; Using a client-centered approach and 
providing the just right challenge; Client-centered 
approach promoting success with activity chosen; 
Client-centered approach based in the here and now; 
Client-centered approach that promotes the use of 
activities to promote increased occupational 
performance; Using a client-centered approach to 
address symptom management across the cancer 
continuum 
Building a client-centered 
treatment plan by listening and 
hearing the clients’ needs  
 
 Following the completion of the open and axial coding, the selective code was identified 
through the comparison of the data. At this point, memoing and reflection were vital to the 
emerging selective code. This investigator reviewed the first transcription and code. The 
completion of each transcription led to coding and comparisons of the data for the entire process. 
The memoing process was used for cataloging the thought processes of the investigator. The 
coding identification changed multiple times through reflection of the memos and codes and 
refining the meaning of each. During the initial phase of analysis, the coding was concrete, but as 
the analysis continued, it emerged to more abstract concepts, staying consistent with the method 
suggested by Corbin and Strauss (2015). Summary memos were also used to identify key points 
throughout the analysis. The selective code identified in this study was desire to provide best 
care for the client. In this dissertation study, the selective code and core category were the same.  
Exploration of Categories  
     In grounded theory, categories emerge from codes by clustering similar codes together 
(Saldaña, 2013). The categories that emerged from the data are depicted in the form of a tree 
diagram in Figure 3.    
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Figure 3.  Categories. 
One component of grounded theory is the development of categories. The categories that 
can be identified are subcategories, categories, and a core categories. Core categories are the 
main themes that provide the broadest explanation of the data and link abstractly to all the data. 
The core category identified in this dissertation research was about the care provided to the client 
by the occupational therapist. The core category was also the central phenomenon that emerged. 
Figure 4 provides a visual diagram of the model that evolved from the data: model of the 
decision-making process for OTs working with cancer survivors. The model will be explained in 
greater detail within the section.  
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Figure 4. Model of the decision-making process for OTs working with cancer survivors. 
 
Description of Model 
     The model of the decision-making process for OTs working with cancer survivors depicted in 
Figure 4 represents how occupational therapy practitioners decide which type of services to 
provide to cancer survivors. It is a dynamic model in which the final decision happens in the 
moment. Occupational therapy practitioners can be working with individuals at any point during 
the cancer continuum from diagnosis to survivorship. The process repeats itself constantly from 
moment to moment and for every intervention provided. Regardless of when and where the 
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intervention occurs, the occupational therapy practitioner has the desire to provide the best care 
for the cancer survivor based on circumstances occurring in the moment. Overall, the theme that 
emerged from the data in this dissertation study was that occupational therapists are making 
decisions in the moment throughout the entire cancer care continuum. The occupational therapist 
relies on aspects that are internal to the therapist and aspects that are external to the therapist that 
contribute to the decision-making process. Those aspects are a part of the possibilities that make 
up the services provided in practice. Regardless of the occupational therapists’ knowledge, there 
are filters that affect feasibility. Those filters are client wants, client abilities, and environment. 
The combination of the therapist’s knowledge and the filters aid in targeting more specific 
services provided especially for the client and result in an end product of the final decision.  
Client wants were defined as specifics the client identified as being important to him or 
her.  Often the participant would first ask the client the specifics he/she wanted to be able to 
accomplish, which assisted with goal setting and direction of treatment sessions. The client 
abilities were identified as the specifics the client was actually capable of performing. Clients 
may have identified a goal to work on, such as running, but it may not be feasible for the client 
because he/she may be unable to physically perform the task, or it may not be feasible given the 
disease progression. The environment was defined as the aspects surrounding the participant in 
which occupational therapy practice was delivered, including physical and cultural. Physical 
environments varied across settings and allowed for different opportunities across institutions. At 
times, the environment could be supportive or restricting. The cultural environment consisted of 
the practitioner’s beliefs about the role of occupational therapy and occupations as well as the 
culture of the institution and expectations of practice. 
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Figure 5.   Overall phenomenon. 
   
The Phenomenon 
Throughout the analysis, existing and emergent codes and categories were compared with 
existing ones, and the phenomenon that emerged from the data was labeled “desire to provide 
best care.”  Every participant in the qualitative component of the study was interested in making 
sure she was providing the best care for the cancer survivor. For some individuals, this care was 
in the form of protocols that were researched, and for others, this care was in the mode of 
discovery with the client at that particular moment in time. For example, Participant #4 stated the 
following:  
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O.K. so I’m gonna answer this focused specifically with people with complex medical 
conditions, critical illness cancer. So, ahh, I am very interested in the cognitive 
component of things, and specifically, I have been very interested in delirium and how 
that impacts, you know, people long term. So I’ve recently come up with, and now all the 
therapists are implementing use of the mini cog, and I don’t know if you’re familiar with 
it, but it’s basically like a version of the clock drawing test with a component of memory. 
So given three words, given the clock, and then they have to remember the three words 
and repeat them along with scoring the confusion assessment method, which is an 
assessment for delirium, and so that’s performed for now, I plan, I want this to be done 
on everybody, but we’re just doing a pilot of it in I-C-U patients, and then we have 
another floor that they’re trying it on as well. And that is really just to give us a baseline 
of some sort of assessment along with they also have to do some sort of higher level 
functioning task, so if they’re able to go to the pantry doing that. It may just be writing a 
letter, like filling out an envelope that sort of thing, we’re trying to standardize some way 
of assessing cognition on eval to help come up with interventions and then you know I 
want them to redo it before they’re discharged, like within a week from discharge. 
Whereas Participant #3 took a more global approach, focusing on a goal the client 
identified:  
 
I'm working on really unique projects with them, you know, making, you know, presents 
for their grandchildren or children for birthdays. Decorating their room, getting markers 
and writing on the windows and kind of decorating that make the room feel a little bit 
more like home and then also with patients who are going through a bone marrow 
transplant, when they come in to the hospital they're pretty independent so the session 
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will focus on setting goals for them, what do they want to do, what do they want to work 
on, so those patients, a lot of it is just motivating them to get out of bed and get moving, 
so I've done kind of everything with them from you know yoga poses to setting their 
fantasy football lineup and talking about that and just trying to get them to engage in a 
leisure task that meant something to them you know and get them back in to—as normal 
(of) a routine and the back to doing their daily tasks as much as you while you're stuck 
one hospital room for an extended period of time.  
Although their approaches may be different, both participants were interested in 
providing the best care for the client. The occupational therapy practitioner has the final decision 
regarding which services are provided, which is based on inherent and external factors.  
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Figure 6. Two core categories of influence. 
 
Categories of Influence 
The two categories of influence that emerged from the data were internal to the therapist 
and external to the therapist. Aspects internal to the occupational therapy practitioner are 
identified as belonging to the basic nature of someone, such as mood or motivation. Aspects 
external to the therapist would be considered influences, such as social and cultural settings. 
Participant #10 described how she values therapeutic use of self in practice:  
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I think the therapeutic use of self. I know I apply that with a lot of my clients. And I think 
that the psycho, psychosocial aspects of being an occupational therapist really 
differentiates us from any other discipline. So therapeutic use of self, the psychosocial 
components, and that we are so focused on client-centered practice, I still remember 
working at the oncology institute down in Texas, where, or whether it be just something 
my client wanted to do that day, they wanted to go shopping for their grandkids, that 
meant getting them into the wheelchair, taking them to the gift shop, or I remember I had 
one client that wanted to play the piano so we took her downstairs as part of our session 
so she was able to play the piano at the institution as well, so I think that part in addition 
to the psychosocial and therapeutic use of self is so important, especially with the day to 
day illness that they umm that they’re going through, that is what I’d have to say.   
One subcategory that emerged from internal influences was therapist knowledge. The 
occupational therapy practitioner acquired knowledge through on-the-job training, mentors, 
reviewing the literature, and continuing education. All participants received an entry-level 
education for occupational therapy in which the core concepts of practice were outlined. Multiple 
participants identified that they had limited information from their formal education explicitly 
related to working with clients who were cancer survivors. In addition, they identified that there 
was limited information in the literature regarding how to treat cancer survivors. The following 
information explains how participants increased their knowledge about how to care for cancer 
survivors:  
Participant #3. You know I'm lucky to work with a lot of people who have some really 
great ideas so I'm always talking with my co-workers about what they’re doing. You know and I 
also had like really good relations with the interprofessional team so I’m always talking to you 
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know the doctors or the nurse practitioners or I'll ask for consults from other teams if I feel like 
it's appropriate you know to help get a better picture of the patient. And then you know and I'm a 
member of AOTA so I'll go on OT Connections, or read AJOT or OT Practice, Advance you 
know to see what other people are doing and what I could be doing to make my practice better. 
Participant #4. So I think in terms of learning it had a lot to do with on the job training. I 
looked up different research articles even though there wasn’t much. I remember I bought a text 
book on just like occu—there’s like one textbook on occupational therapy in cancer and I bought 
it when I started working. Really just looking for anything, but it was the on the job stuff that 
was huge . . . , I mean I get e-mails all the time from institutions looking for assistance, or how 
do I manage this? I mean even for lymphedema questions, and I think it’s a shame that we don’t 
publish more or have evidence-based practice, which has obviously led me into the direction that 
I’m in now. 
Participant #5. Things like going to continuing education here at this conference, 
literature review, being involved in research, and kind of trying to hear about what other people 
are doing, utilizing Web sites, you know AOTA has a few . . .  sort of starter documents but 
making using that as a way to you know a way to explain our role. Even things like books that 
either are targeted at OT or that are just . . . I have one that’s nice that is written by a surgeon that 
just targeted at women that just received a breast cancer diagnosis.  
Participant #10. I had a pretty good mentor (laughs) that kind of guided me through 
process, what to look for in orders, what to look for in scans, blood counts, obviously very 
important, weight bearing status, medications, did they, are they, chemotherapy radiation 
regimens. Things like that, took a lot of mentoring. MD Anderson also has something called the 
Cancer Core Curriculum that they made every student and new employee go through. I know 
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that assisted me and kind of guiding me through the process of evaluating and treatment the 
patients . . . . You know, figure out what’s best for the client. I mean I think as an OT we have 
the foundation, but you know there is so much involved with treating someone with cancer you 
know fatigue, decreased energy levels, pain, cognition is always a pretty big factor, you know 
the term chemo brain. Obviously the ADL aspect, I mean there’s so much that needs to be 
worked on so. 
 There was one condition that arose from the data as related to therapist knowledge, 
which was temporal aspects. Temporal aspects would be aspects pertaining to time. Participant 
#8 gave her account of the first thing she does in a session, “So you know I employ the ADLs 
right off the bat just to try to change their psyche at the moment, you know, of being in the bed.” 
Timing was also related to when to introduce adaptation. Participant #8 stated, “I guess I kind of 
do adaption right off the bat to be honest with you.” Participant #5 provides a contrasting 
viewpoint of when is the best time to introduce adaptation. She stated, “A lot of times it’s not 
black and white, so maybe sometimes you might start with almost some adaptation or 
compensation strategies maybe for attention, but then maybe layer in some more active 
components as well.” Participant #3 provided her account of timing for adaptation as follows:  
If we've tried to do, you know, have them put their socks on by bending down, you know, 
a few sessions in a row and nothing is improving. Then that's when I might say, you 
know, we're going to use a sock aid, or let's use figure four or even if just in the first time 
they're doing it, and they're really struggling, then because they had a surgery on their 
abdomen and they have an incision and it's painful to bend over, I'm going to introduce 
figure four to them during a session to see if that—that's what they can do to adapt while 
they're body's healing. 
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How she had decided which type of intervention to provide was based on her current knowledge 
base and her knowledge up to that point in time working with the client.  
External aspects are aspects external to the therapist, anything outside of the therapist, 
such as space or productivity expectations. One participant spoke about the number of clients she 
was expected to see on the daily basis in which she refered to the pace and seeing six clients a 
day:  
Participant #10: I feel the pace is just a little more different just because of their 
symptomology. Do you get what I mean, or? I’m trying to expand on that, I just don’t 
know how . . . it definitely takes a lot longer. There’s so much involved with these 
clients, the complexity, the pain, energy level, cognition, the anxiety and depression. 
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Figure 7. Filters. 
 
Filters 
Three subcategories external to the therapist emerged from the data, which were 
identified as client wants, client abilities, and environment. Each of these acted as filters for 
decision making for the services to provide. These subcategories played a significant role in the 
decision-making process of the occupational therapy practitioner to decide which services to 
provide. Although in the model these subcategories appear hierarchical, they are not. They were 
placed in the model in such a way that represents a filter for each subcategory because each one 
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is considered in the decision-making processes. However, the sequence of which one is 
considered first, second, or third can vary with each client and each situation.   
Client wants were addressed with every occupational therapy participant as each 
participant stated she asked the client the activities he/she wanted to do or about their goals as 
noted in the excerpts below:  
Participant #3. It's really about really looking at what's most important to them 
individually and working on their goals and bridging what I might have set in my mind, like I 
want to get you up and moving and out of bed with what they want to do. So O.K. we're going to 
get out of bed but we're gonna do whatever is most important to you once you're out and moving.  
Participant #4. Yeah, my treatment plan based on a conversation with the person, you 
know whatever it is that they need to do. It doesn’t really matter what their phase is of treatment 
or what their prognosis is. It’s kind of just working with the person to figure out like where are 
they gonna go when they leave here and what do they need to be able to do. 
Participant #5. So a typical treatment session would start with establishing kind of the 
goal or what activity the client is most interested in working on that day and sometimes we may 
know that from the week before or not. 
Participant #8. I ask the patient what it most important to them and that is typically 
where I begin. So if I’m doing the initial evaluation and you know I’m I follow that up with 
doing an activity of daily living I ask them first what’s most to them and that’s where I start. So 
say they want to take a shower, then I’ll take a shower. I’ll have them take a shower. If they want 
to brush their teeth, then I’ll have them brush their teeth you know. So I try to ask the person and 
then take it from there. 
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Participant #10. I always assess for fatigue, shortness of breath and pain with these 
clients. I ask them if there is anything they would like to work on today or if they have any goals 
that they want to do whether it’s taking a shower, going to the sink, getting dressed, getting into 
the chair, working on exercises. If they do, I’ll gear the session toward that. 
Client abilities also played a role in the type of services provided for cancer survivors. 
Not only did the occupational therapy practitioner check with the client regarding their goals, but 
they also assessed the ability of the client. During some sessions clients would require additional 
guidance. For instance, Participant #8 identifies the following: 
But let’s just say that I notice that they are weak. Well you know I can incorporate a 
strengthening task in their ADL task and not having to do something completely separate 
you know by if I hand someone an assistive device, or excuse me, how I hand them say 
the towel or hand them you know the toothbrush. Or I may incorporate them lifting their, 
um, you know, their overnight bag from the bottom of their closet, not just handing them 
their toothbrush you know so in that task I’m incorporating you know dynamic balance 
(giggles) I’m mean incorporating strengthening because they’re lifting, ah, you know, 
their bag, I’m incorporating coordination if they have to find you know whatever their 
items are inside that bag and so from that and observing what their difficulties are then 
that would maybe cue me to think O.K. well now that we’ve done this task it looks like 
they’re having in weakness in their you know finger flexors or whatever so I may in 
while they’re doing you know an ADL task I may have them wet washcloths and squeeze 
them out to get, you know, some built in strengthening for their hands so, you know, I 
think that I’m just observing what, how I see them perform the task and then moving to 
the next therapeutic task that I think would be beneficial for them.  
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Participant #5 also identified client abilities as a factor in deciding which services to 
provide.  
A lot of times it’s not black and white, so, um, maybe sometimes you might start with 
almost some adaptation or compensation strategies maybe for attention, but then maybe 
layer in some more active components as well I have an example, (she tells the example 
with passion in her voice) I worked with a women who was, ah, a stay at home mom and 
did some volunteering quite a bit of volunteering, and she couldn’t at the end of the day 
when she had her son home doing homework and cooking she used to be able to be doing 
laundry, have the news on, help him with homework, husband would come home, chit 
chat with him, and so we started really with just some strategies for managing kind of 
both being able to a little bit of work and have her son in the room working on homework 
and kind of managing two things and some of that ended up being eliminating and so 
more adaptation. However, I think she found that she ended up advancing the goal almost 
without me trying to and so by the end of our 10 or 12 weeks together, she had layered 
back in she decided to layer back in more and more multitasking more and more task 
demands to the point where she felt like she could be more successful managing more 
than one thing at a time for several weeks at a time. So I guess I try not to make that 
decision for them or not too early on, but I may ask probing questions to allow them think 
about one versus the other and make sure they’re considering maybe whether something 
adaptive is going to help them versus it also depends, too, if something is temporary let’s 
say we’re not working on a cognitive problem so much as a or, um, let’s say their activity 
is not based on a cognitive problem their limitation isn’t cognitive. Like I had a client 
who was here because she knew she had no, she knew that she was, she was a college 
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professor and that her memory and attention span were both very bad compared to before 
treatment but she also was dealing with a lot of shoulder pain and ended up developing 
bilateral adhesive capsulitis, and so I didn’t mind for someone I knew was in PT 
treatment and seeing an orthopedist working through the shoulder issue, I didn’t mind 
telling her about a long-handled sponge because it was temporary. So a lot of times I 
don’t like to go to equipment as a first fix unless I know its ok we’re working through 
this, or it’s a precaution for a short amount of time let’s recommend something adaptive 
and let’s keep in mind we need to progress away from that.  
Participant #10 recalled a moment when she noticed an avoidant type behavior from 
the client as evidenced by not providing eye contact during treatment sessions. The occupational 
therapy practitioner took action by involving another discipline as described here:  
O.K. so yeah, obviously, um, with ortho, it was a lot of it can be very biomechanical 
based so functional mobility training was obviously was very important. Surgeons 
wanting them up post op day one, out of bed to chair, a lot of safety with transfer 
training. Chair, wheelchair, beside commode we did a lot of, MD Anderson did a lot of 
assessments on cushions, which is something we don’t really do at my current institution. 
So if a cushion was needed, I assess for that as well. And of course, ADL training, upper 
body lower body dressing, toileting, bathing, if it was allowed, depending on surgical 
procedure, grooming at sink level.  Wheelchair level, wheelchair mobility, cognition, a 
lot of these patients had weight bearing statuses so are they able to remember that, are 
they able to follow their precautions, are they able to remember to have their brace on 
when they get out of bed do they know how, they or the family member know how to put 
on the brace, energy conservation obviously, being a client with cancer that’s pretty huge, 
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especially if they have or are undergoing chemo, or radiation, there’s a lot of, I’m a yoga 
instructor as well, so I did a lot of relaxation with these patients a lot of them have I’d say 
a majority have a lot of anxiety and depression and I think as occupational therapists like 
I mentioned before the therapeutic use of self, the psychosocial component really plays 
an important part. I remember I had this one client it took, and I remember co-treating 
with PT just because she couldn’t tolerate it, but it took her an hour and half to get into 
the wheelchair and I was noticing that, and this was after a week of working with her, and 
I just noticed that she was just really avoidant, she wouldn’t make too much eye contact 
with me just seemed, I mean, seemed really anxious and I told the medical team “hey we 
need to get psych involved, I think there’s something that we’re missing” and I remember 
psychiatry came, and I remember talking to him after his evaluation and he said the same 
thing, she’s not making eye contact with anyone, no she hasn’t yet. And diagnosed this 
client with adjustment disorder and started her on medication and within 48 hours after 
that she was this completely different person I mean I was able to get her to the 
bathroom. With less than 30 minutes, which I thought was amazing because it has taken 
her 90 minutes to get into the wheelchair, so I think being able to recognize that is 
important as well, but. Range of motion and strengthening also (laughs) that as well.   
One condition that was associated with client abilities was the client’s medical status. The 
client’s medical status often superseded the activities that were feasible in a treatment session. 
Even though the client may have the desire and willingness to engage in a particular activity, it 
may not always be safe or feasible. Take, for instance, the information portrayed by Participant 
#8 as she discussed a treatment session she worked on with someone with advanced disease:  
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And so, I think in that way it’s different you know for those people that have you know 
advanced disease or whatever, so I think that that causes you to maybe have to approach 
a person somewhat a little different a little differently, if not for anything else but to 
being sensitive you know to that fact. But sometimes I will use that to . . . I use it to the 
advantage of you know I use it to the advantage to like let’s tell you know, why don’t we 
practice your handwriting and let’s have someone bring up some thank you cards or let’s 
have you send cards . . . send notes to people that you know you’ve always been too busy 
to do or whatever, but it’s always been really important for you to . . . you know touch 
base with people maybe that you’ve lost touch with or whatever. Not really saying you’re 
going to going to be telling them goodbye but I mean just kind of giving the suggestion 
of let’s do this. You know, now you have this time here let’s use this time constructively. 
Or you know, oh I bet you have a lot of photographs on your computer or whatever, let’s 
organize some of those photographs or you know let’s, you may want, let’s share those 
you know, let’s use, let’s type you know, type on your computer to work on maybe finger 
coordination. So I’m kind of like thinking in my mind what would maybe, I’m not saying 
directly let’s do this, but I’m giving some subtle suggestions along the way of things that 
may bring them comfort to know that they are sending these pictures or these thoughts on 
and that may just be part of their preparation of themselves.   
Environment was the third filter identified. Environment played a role in which services 
could be provided as well. Some aspects of the environment were supportive while others were 
restrictive. Treatment sessions were described across settings, and participants practicing in an 
acute care setting provided information about the intensive care unit (ICU), step down unit 
(SDU), surgical acute care unit (SACU), and the general medical floors. Two participants 
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discussed the nature of care in an outpatient clinic. Participant #2 provided an example of which 
type of occupational therapy services she provided:  
So, this the approach that we are using as a model for our program (inflection noted in 
voice), which is the (CO-OP) cognitive orientation to (daily) occupational performance is 
very client centered, and so once you establish goals using a COPM or other measure, we 
do use the COPM, then it’s pretty up to the client what area they want to start working 
on. So we kind of let them be the guide but your job as a therapist is to sort of make sure 
you’re managing your time so that in the number of session you have you’re kind of 
pinning each goal appropriately 
She also goes on to provide detailed information about a particular intervention that would 
typically occur in the outpatient clinic and the amount of time allotted for the session:  
Participant #5: And then we’ll begin by sort of reviewing what they did at home either 
related to that goal or another one and how that went so doing this check process where 
they self-evaluate then they may need some probing questions from the therapist to more 
fully evaluate although they are also asked to write out on their homework sheet a 
reflection on, on kind of how often they worked on it and how it went. (pause) so there’s 
a reflection piece and then there’d be a goal setting piece for the session so it could either 
be choosing an overarching bigger activity based goal or it could be a more specific 
component of an activity that they want to work on and then it depends whether or not 
sometimes we might actually trial and come up with strategies and try them or but 
sometimes it’s just really developing and picking apart what’s going . . . what’s working 
and not working and what they’d maybe do before what kind of strategies might be good 
now to have more success in that area and after talking through it and kind of eliminating 
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or selecting things to sort of outline what the plan will be to try to meet that goal and then 
we’ll either try to implement it in clinic or it will just be something that will just be set up 
for them to implement at home. If we try it in clinic and they either refine the plan, then 
or say no this is good I want to try this at home or wherever it is that they would be doing 
it at work or in the community. Sometimes once they’re a little further along in the 
program that process might be happening for like two goals in the 45-minute session or 
three depending on whether they’re just starting to work on an activity area or whether 
they’re further along.  
Participant #3 had the opportunity to work in many different areas (diagnosis specific units) at 
her facility and described a few services provided for each:  
So, there's a few populations that we—I do very different things with. So a lot of my 
patients that I see in the ICU that transition to the SACU will end up being in the hospital 
for a really long period of time. I'm working on really unique projects with them, you 
know making, you know presents for their grandchildren or children for birthdays. 
Decorating their room, getting markers and writing on the windows and kind of 
decorating that make the room feel a little bit more like home and then also with patients 
who are going through a bone marrow transplant, when they come in to the hospital 
they're pretty independent so the session will focus on setting goals for them, what do 
they want to do, what do they want to work on, so those patients, a lot of it is just 
motivating them to get out of bed and get moving, so I've done kind of everything with 
them from you know yoga poses to setting their fantasy football lineup and talking about 
that and just trying to get them to engage in a leisure task that meant something to them 
you know and get them back in to—as normal (of) a routine and the back to doing their 
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daily tasks as much as you while you're stuck one hospital room for an extended period 
of time.  
One condition that was identified in relationship to the environment was available 
resources. These available resources could be in the form of physical, social, and financial. A 
few of the participants shared stories about expectations and services provided in their oncology 
centers that were made possible due to the available resources within the environment:  
Participant #4. Generally, my specialty is working with complex illness, critical care is 
my focus. I have, I am one of the coordinators for the early mobilization program that we have 
and now since becoming supervisor since that was my primary rotation now I’m the supervisor 
of the floors which is the step-down unit and the critical care unit. So I would say that’s mostly 
where I spend my time but you know when you’re first working at Sloan you’re expected to 
rotate in every area and all different types of cancer so I would say I’m well rounded in all 
different types of cancer for sure.  
Participant #8. Well since, since most of the people that I see as an inpatient are just in 
their hospital rooms, then like I said I do, I have them, I have the patient do some mobilization 
around the room, and then I have them and, so I look at their ability to do their bed mobility 
skills, and then sit to stand and their balance and their static balance and dynamic balance and 
then, ah, upon doing their ADLs I try to get them to do it in a standing position, so I can see what 
their endurance is for (standing) and what their other physical maybe co-morbidities may be like 
whether pain is elicited or shortness of breath or if fatigue is elicited in performing those 
activities in a standing position so and then if I feel like if there’s no problem really as far as just 
mobilization there around the room and I want to give them some change of scenery and get 
them some activities then I would walk them outside of their room or just maybe we  go down to 
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the main OT gym where there’s more equipment items you know for maybe strengthening, 
endurance, coordination that I could have them do, or just walk outside and then, you know, just 
use things that I see in the environment. Having them retrieve like a newspaper or purchase 
something at the different stores or things like that or procure themselves something to eat so just 
using their environment and what’s in their normal environment.  
Integration of Data  
The mixed methods research question in this study is the following:  
1. In what ways does the decision-making process of the occupational therapy 
practitioner explain which occupational therapy services are provided across settings? 
A mixed methods research design integrates the multiple forms of data by merging them, 
“or embedding one within the other” (Creswell & Clark, 2011, p. 5). Figure 4 provides a diagram 
of the process of integration. The integration occurred through a process described by Driscoll, 
Appiah-Yeboah, Salib, and Rupert (2007), which suggested incorporating a way to quantify the 
data from the qualitative interviews to merge it with the data from the quantitative component. 
Based on the nature of the quantitative data, a frequency count was completed for the following 
items from the qualitative data as related to occupational therapy services provided consistent 
with the OTPI: screening, evaluation, intervention, and outcomes (see Table11) for further 
details. 
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Figure 8.  Integration of quantitative and qualitative data 
*Note. Adapted from The Mixed Methods Reader, by V. Plano Clark and J. W. Creswell, 2008, 
Thousand Oaks: CA: Sage Publications. Copyright 2008 by Sage Publications. 
 
Table 11 
Integration of Quantitative and Qualitative Data  
 
Quantitative information Qualitative subcategories Integration 
Occupational profile 
(13/31 completed) 
Client Wants The factors the client 
identifies as goals.  
The activities the 
client wants to be able 
to perform 
Assessment 
(12/31 completed) 
Client Abilities The activities the 
client is able to 
physically and 
mentally perform 
Environmental modifications 
(12/31 completed) 
Environment Physical and cultural 
aspects 
Selecting outcome measures 
( /31) 
Therapist knowledge Having the knowledge 
base for available 
outcome measures 
 
Application of outcome measures 
(7/31) 
Temporal aspects Timing of when to 
provide the outcome 
measure 
 
Quantitative 
Data  
Collection 
Quantitative 
Data 
Analysis 
*Any 
further 
explanation 
of results 
required  
Qualitative 
Data 
Collection 
Qualitative 
Data 
Analysis 
Qualitative 
Results  
Integrate 
and Interpret 
Qualitative 
& 
Quantitative 
Results  
Quantitative 
Results  
86 
According to the data analyzed, there is a small percentage of practitioners who reported 
targeting information in the services provided that addressed the identified subcategories.  
Summary 
In conclusion, the quantitative data provided information regarding the profile of services 
provided by occupational therapy practitioners who provided services to cancer survivors. The 
practitioners were located throughout the nation, more specifically, the Northeast, South, and 
Midwest. Interventions were the most commonly indicated form of services provided with the 
most frequently identified intervention being activities of daily living followed by education. The 
quantitative portion of this dissertation study gave rise to which services are provided, but not 
how the occupational therapy practitioner decided on the services to provide. Therefore, the 
qualitative component of this study was developed to provide better insight to the decision-
making process of the occupational therapy practitioner. The qualitative results yielded the 
model of the decision-making process of OTs working with cancer survivors. Through constant 
comparison data analysis, the central phenomenon that emerged in this dissertation study was 
wanting to provide the best care. In addition, aspects inherent to the therapist and external to the 
therapist had a significant impact on which services were being provided in that one moment in 
time. Furthermore, integrating the quantitative and qualitative results also provided evidence that 
interventions are essentially the most identified and discussed form of services provided.  
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Chapter 5:  Discussion 
The purpose of this study was to explore the types and patterns of occupational therapy 
services implemented with clients who are cancer survivors. The investigator explored the types 
of services provided by occupational therapy practitioners as well as the decision-making process 
of the occupational therapy practitioner providing the service. Currently, there is limited 
information in the literature that addressed which type of services were being provided for this 
particular population. Previous researchers did address the biomechanical aspects of care, and 
more researchers with interest in this area are addressing cognitive decline related to cancer 
treatment.  
For this dissertation study, the investigator used a mixed methods approach, more 
specifically, an explanatory sequential design, which consisted of two distinct phases. The intent 
of using a mixed methods approach was to have the second phase help explain the initial findings 
in the quantitative phase (Creswell & Plano Clark, 2011). Phase one involved the collection of 
quantitative data through the use of a questionnaire, the OTPI, and the phase consisted of 
qualitative data collection in the form of individual interviews. The utilization of this type of 
research was to provide a more robust understanding of occupational therapy practice with 
cancer survivors.  
Interpretation of Results 
Regarding the first phase of the dissertation study, which yielded quantitative data about 
the type of services provided as identified by the OTPI, it was apparent through data analysis that 
the most utilized classification for services provided was interventions, which is not surprising 
given the distribution of therapeutic time with clients is more heavily weighted toward 
intervention compared with evaluation. The category interventions was divided into seven 
88 
categories (occupations, activities, preparatory methods, preparatory tasks, education, advocacy, 
and groups). The most identified category was occupations. Occupations was broken down even 
further to ADL, IADL, work, play, leisure, education, and sleep and rest. The most utilized to 
classify the type of occupations addressed was ADL (96.8%). This information was consistent 
with the findings of Cooper and Littlechild (2004) and Watterson et al. (2004). With regard to 
frequency counts, for each evaluation, most practitioners also completed an intervention within 
the same session. Although the current practice of completing both an evaluation and an 
intervention in one treatment session occured, currently, there is no literature in occupational 
therapy related to oncology in which researchers discuss providing multiple services in one 
session.  
In addition, the correlation measures identified a strong positive relationship between 
screening and evaluations, which indicated that if a screening were completed, then it was highly 
likely that an evaluation for the individual would also be completed, which may be due to the 
availability and relationship the occupational therapy practitioner has with the physician, nurse 
practitioner, or physician assistant on the interprofessional team who can write the orders for an 
occupational therapy evaluation.  In addition, orders may be entered electronically, which could 
speed up the process. There was also a strong positive relation between evaluations and selecting 
outcome measures, which is promising information for the profession as it indicates that 
occupational therapy practitioners who participated in the study are beginning to identify which 
outcome measures they would like to use for additional testing. One puzzling component was 
that there was a moderate positive relationship between evaluations and application of outcome 
measures, which could be indicative of limited time to complete an overall evaluation and 
outcome measure during the same session. However, the application of outcome measures and 
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selecting outcome measures had a strong positive relationship, which would indicate that 
occupational therapy practitioners would apply the outcome measure following the selection. 
The relationship between evaluation and occupational profile indicated a strong positive 
relationship. This information was valuable as it indicated that along with the evaluation, 
occupational therapy profiles were also being completed of the cancer survivor, which is one of 
the foundational practices of occupational therapy and suggests an intention to follow through 
with client-centered and occupation-centered practice. The correlation analysis between 
evaluation and OT intervention demonstrated a moderate negative relationship, which indicated 
that if an evaluation was completed, there was a moderate chance that an OT intervention would 
not be completed, which is an interesting factor to note as the current practice trend in an acute 
care setting is to complete an evaluation and treatment in the same session. Due to the push for 
decreased lengths of stay in a hospital setting, occupational therapists can find themselves 
completing both an initial evaluation and treatment in the same day to maximize functional 
outcomes in a short period of time. Because a majority of the data was from acute care settings, it 
may either depict a variation of practice in that particular setting, or there was limited data 
regarding evaluations completed.  
Using the quantitative aspect of the dissertation study, the investigator was unable to 
determine which evaluations the clients were completing in each treatment session and  how the 
occupational therapy practitioner arrived at the conclusion of which services to provide at that 
moment  The OTPI and the first phase of the study strictly categorized services provided. 
Therefore, the quantitative portion of the study set out to answer that component, which is a 
benefit to using the mixed methods approach. Through data analysis of the qualitative data, more 
specific information regarding which types of occupations and activities were actually used in 
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treatment sessions and the particulars of the decision-making process for the occupational 
therapy practitioner were specified.  
      When addressing clients with breast cancer, one participant in this dissertation study took 
a cognitive intervention approach rather than a biomechanical one. The biomechanical approach, 
using exercises to improve range of motion of the upper extremity of the affected side following 
treatment, is much more prominent. Studies, such as Campbell et al. (2005); Lauridsen, 
Christiansen, and Hessov (2005); and Harris et al. (2004), all addressed the need and importance 
of the biomechanical approach. Incorporating a cognitive approach to clients with breast cancer 
provided an opportunity for this particular participant to use a holistic approach with the 
participant, and she was able to provide services that supported the client beyond the physical 
component. Using a client-centered approach, clinical reasoning, and standardized assessments, 
she was able to identify cognitive impairments of the client and work collaboratively with client 
to establish goals. Addressing the cognitive deficits as related to cancer and its treatment was 
supported by Baxter et al. (2011) and Newman and Campbell (2013).  
      Multiple participants stated one of the most important components of post-surgical 
periods of client care was getting them up and moving to prevent further injury and restore 
function. Yadav (2007) also provided evidence in his study that reinforced this finding. 
Participants made decisions regarding care based on client performance. A client could be in any 
stage of rehabilitation, and the practitioner was constantly assessing the client’s function and 
making adjustments as needed based on client ability and identified needs. This decision-making 
process is consistent with the client-centered approach that is consistent with the core principles 
of occupational therapy practice, the PEO model, and oncology literature.  
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      Throughout the dissertation research, there seemed to be a substantial emphasis on the 
completion of ADL. One of the first things a practitioner learns during education is the definition 
of ADL. It encompasses everyday living activities from bathing, dressing, and grooming. It is 
one concept that when asked which activities occupational therapists do in practice that are 
different than other professions, the assessment and completion of ADL is often described 
(AOTA, 2010). It is a common term that appears to be used a “catch all” for activities completed 
in practice and is also how practitioners bill for services as reflected in the International 
Classification of Diseases and Related Health Problems, 10th edition (ICD-10; World Health 
Organization, 2016) for self-care.  
      In addition, during the interviews, participants articulated the use of education that was 
also reflected in the OTPI as well. Education was used as tool to provide additional information 
to clients regarding safety, such as fall prevention, post-surgical precautions, use of assistive 
devices and adaptive equipment, and so forth. Safety is assessed across settings to ensure the 
client is able to return to the least restrictive environment with the greatest level of independence 
(Foti & Koketu, 2013). These factors seem consistent with oncology care as often times clients 
are unaware of the path that lies ahead regarding the disease progression and safety to prevent 
further injury during this time is, which is paramount. Education is not only provided to the 
client but the caregivers as well.  
      Although it seemed logical that participants would frequently use education when 
working with clients in an oncology setting, one interesting aspect was that the reported use of 
preparatory methods or preparatory tasks often used in the biomechanical approach was limited. 
Considering that current researchers place significant emphasis on physical function and 
movement, it was remarkable to note that it was not heavily used by the participants in this 
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dissertation study. Participants in this dissertation study identified more with the use of 
occupations to promote engagement and improve occupational performance. Perhaps the nature 
of current studies is reflective of other professions, such as physical therapy, and the emphasis on 
the improvement of movement, which is easily quantifiable and measureable. This dissertation 
study clearly provides additional aspects considered by the occupational therapy practitioner in 
practice beyond that of the biomechanical approach.  
Theoretical Insights 
    The PEO model supported the practice of occupational therapy as well as the findings in 
this dissertation study.  Figure 9 represents the visual description of the practitioner, setting, 
occupations/tasks/activities, and the services provided in relation to the PEO model as related to 
this study. The core constructs of the PEO model and the client-centered approach was present in 
each setting represented in this study, whether intentional or not. The model of the decision 
making process for OTs working with cancer survivors is also congruent with the PEO model.  
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    Figure 9.  Representation of the PEO model components as related to this study. Adapted 
from “The Person-Environment-Occupation Model: A Transactive Approach to Occupational 
Performance,” by M. Law et al., 1996, Canadian Journal of Occupational Therapy, 63(1) pp. 9-
23, Copyright 1996 by Sage Publishing. 
 
The PEO model supports the fluid notion that an individual’s occupational needs are 
constantly changing due to their roles and environment (Law et al., 1997). The model of the 
decision making process for OTs working with cancer survivors also takes into account the 
person, the environment, and the occupation while still maintaining the client-centered approach 
and engagement in meaningful occupations and activities. The phenomenon of the desire to 
provide the best care contributed to the model developed from this dissertation research. Simply 
hearing the clients’ concerns and addressing their top identified goal is not enough, especially if 
the desired goal is unachievable at the time of goal formation. Occupational therapy practitioners 
provide opportunities for clients that are challenging, yet promote success. The occupational 
therapy practitioner has to rely on her or his ability to make decisions based on evidence-based 
practice and clinical reasoning. 
Person
_______
Practitioner
Occupation
__________
Clinical practice 
Environment
___________
Practice Setting
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Evidence-Based Practice  
      According to Baker and Tickle-Degnen (2014), evidence-based practice is comprised of 
three components that are equally represented, which include current best evidence, treatment 
environment, and clients’ values and circumstances. These three components along with the 
expertise of the clinician assist in the decision-making process. Since its introduction in the 
1990s as evidence-based medicine and also referred to now as evidence-based practice, it has 
been widely used and researched in multiple professions. Several researchers in the field of 
occupational therapy describe the methodology for conducting some evidence-based practice 
reviews through the American Occupational Therapy Association. One example of an evidence-
based practice project is by Arbesman, Lieberman, and Berlanstein (2015) who provide a method 
for evidence-based reviews for occupational therapy practitioners working with individuals who 
have had a stroke. The method they describe is meant to be used to guide clinical practice in this 
particular setting. They outline the importance of particular aspects of care related to motor 
function and occupation-based interventions. In addition, Schaaf (2015) identified a strategy 
called data-driven decision making that provided a framework to guide reasoning. The use of 
evidence-based practice was included as one of its steps. Much like the process described by 
Schaaf, the use of evidence-based practice provided a structure for more comprehensive clinical 
reasoning.  
Clinical Reasoning  
Clinical reasoning in occupational therapy practice as described by Mattingly (1991b) 
“means reasoning not only about what is wrong and how to fix it, but also about how to engage 
the patient in that fixing process” (p. 11). Mattingly argued that clinical reasoning goes beyond 
providing a reason why a clinical decision was made, which is often the approach taken by the 
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medical model. Fleming (1991) also supported the use of clinical reasoning in support of a 
holistic approach to client care. She identified three different types of reasoning that occur 
throughout the therapeutic process, which are procedural, interactive, and conditional. In 
addition, Fleming also indicated that different forms of reasoning are used at various times 
throughout the treatment process of the client, depending on which deficits have been identified, 
which is also consistent with the findings in this dissertation study as occupational therapy 
practitioners are constantly changing the services provided to the client based on the client’s 
wants and abilities and the environment. All these factors are part of the practitioner’s decision-
making process.  
Environmental Influences 
      In this dissertation study, the environment significantly influenced the services provided 
to each client. Resources varied across settings, but they did not seem to limit engagement or 
have a negative impact on the client or services provided.  Barker (1968) discovered the 
environment provides clues about how to perform. One particular practitioner worked in an 
environment in which her facility had the reputation of being one of the top cancer centers in the 
nation. With the title came the expectations that all members of the institutions were to engage in 
scholarly activities and continue to provide exceptional care to the cancer survivors. This 
expectation led to options for continuing education, interprofessional collaboration, and unique 
client care. No two client sessions described in the qualitative portion of this dissertation study 
were the same. Even if two practitioners addressed ADL with a client, the focus of each session 
was articulated differently.  
Through the information obtained in this dissertation study, a new theory emerged. The 
model of the decision making process for OTs working with cancer survivors is congruent with 
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PEO model. Practitioners can use the model from this dissertation study to better explain the role 
and contributions of occupational therapy practitioners in the role of cancer care to build and 
expand programs across the nation as well as educating others within and outside of the 
profession. The dissertation study addressed the unique needs of each client and the value of 
using a client-centered approach to guide practice and the decision making process for 
determining the just right level of engagement to promote occupational engagement and 
occupational success.  
Implications for Practice 
As an emerging area of practice, it is anticipated that an increased number of 
occupational therapy practitioners will choose a concentration in this area. In addition, as the rate 
of cancer survivors increases annually (American Cancer Society, 2016), it is likely that 
sometime throughout the career of an occupational therapy practitioner, he or she will work with 
an individual who is a cancer survivor. Adding the information provided in this dissertation 
study to the current body of knowledge will provide additional information occupational therapy 
practitioners can use to shape their practices. The findings in this dissertation study provided 
evidence for the following aspects: the use of a client-centered intervention approach across the 
cancer care continuum, more personalized care by using a holistic approach to meet the client’s 
needs, and information about the types of assessments being used with clients as related to 
oncology.   
The participants in this study articulated the use of a client-centered approach throughout 
their practices when working with cancer survivors. Client-centered practice in occupational 
therapy is defined as a collaboration between the client and the occupational therapy practitioner. 
It incorporates a philosophy of partnership and respect toward the client (Law, Baptiste, & Mills, 
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1995). A client-centered approach is a core philosophical principal of occupational therapy 
practice. Participants articulated strategies that each used in their practices to ensure a client-
centered approach was used regardless of the services provided. Given the fact that a client-
centered approach was used in acute care (medical floor and intensive care unit) and outpatient 
lent itself to the generalizability of its application across settings. In addition, participants 
incorporated a holistic approach to providing services to individuals who are cancer survivors. 
Participants worked with clients throughout the cancer continuum. During each stage, even daily, 
clients’ abilities were assessed for changes in performance due to cancer treatment and its 
effects. Knowing this information could help occupational therapy practitioners working in this 
field understand the importance of daily assessments. Finally, participants provided information 
on the types of assessments currently being completed with individuals who were cancer 
survivors. Not only were the assessments listed, but participants spoke of why they chose them 
in each setting as an outcome measure to evaluate services provided and client performance. All 
of these aspects can currently be incorporated into client care with individuals who are cancer 
survivors as well as additional clients who may be seen in practice.  
Within this dissertation study, participants articulated that they provided services far 
beyond ADL. However, when pressed to identify the services provided most often, ADL were 
identified. ADL were also the most frequently reported treatment intervention on the OTPI. The 
core category, desiring to provide the best care, did not strictly evolve from the practice of solely 
providing ADL. However, given the commonly used billing codes in practice and services that 
are reimbursable, one has to question whether all the intervention services actually provided by 
occupational therapy practitioners are reimbursable. It is possible that the desire to provide the 
best care requires interventions be placed under “catch all” ADL as a classification in order to 
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capture a reimbursable charge for services provided.  Identifying optimized documentation to 
articulate the services that transpired in the treatment session could add value to the services 
provided and potentially influence the definition of reimbursable charges of third-party payers. 
Implications for Education 
Practitioner knowledge was identified as a significant category in this dissertation study. 
There were many ways in which participants indicated they acquired the knowledge necessary to 
provide services for cancers survivors. Among those identified were formal education 
(university), continuing education, in-services, on the job training, and mentors. Currently, 
within the literature, there is limited information regarding how much education is provided in 
the classroom setting regarding the role of occupational therapy with cancer survivors. 
According to the Accreditation Council for Occupational Therapy Education (ACOTE, 2016), 
occupational therapist students (occupational therapy and occupational therapy assistants) are to 
be educated as a generalist in a variety of settings, which includes emerging practice areas.  
Because oncology is considered an emerging practice area, it would be an opportunity for 
academic programs to add oncology to the curriculum. The individuals who participated in the 
study acknowledged that each of their universities provided the basic foundations regarding 
occupational therapy practice, but not much as related to cancer. One participant commented that 
she had read about cancer in conditions class, and another one indicated that she had heard a 
short lecture regarding the role of occupational therapy in oncology. The American Occupational 
Therapy Association has provided three fact sheets that address the role of occupational therapy 
in oncology: The Role of Occupational Therapy in Oncology (Longpré & Newman, 2011), The 
Role of Occupational Therapy in Palliative Care (Allen, 2015) and Occupational Therapy’s Role 
in Breast Cancer (Deluliis & Hughes, 2012). However, participants noted that this information 
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was a start, but nowhere near comprehensive enough, considering all the factors when working 
with individuals who are cancer survivors.  Recommendations for education are as follows: (a) 
consideration for including more comprehensive information regarding the role of occupational 
therapy in oncology; (b) being more purposeful in the use of the Framework threaded throughout 
each course in the curriculum; (c) engaging in research with students in the area of oncology; (d) 
providing observation, a fieldwork rotation, and/or a doctoral experiential component with a 
focus on oncology; and (e) providing continuing education opportunities for students, alumni, 
and clinicians regarding the role of oncology across the cancer continuum.   
Within the entry-level curriculum, educators could have guest lecturers with significant 
experience in oncology present to students. Topics that incorporated both the psychosocial and 
physical aspects of care would be beneficial given the findings in this dissertation study. In 
addition, case studies that incorporate oncology care and the language of the Framework would 
assist in providing increased consistency across the profession in articulating the values and roles 
of occupational therapy practice and would also be valuable learning tools. Regarding the 
curriculum surrounding research, literature reviews used to identify gaps in this emerging 
practice area and pairing students with a faculty members or mentors to further develop a 
research project that provides additional outcome measures in this particular area would provide 
additional resources outlining the role of occupational therapy in this area of practice.  
 In addition to the implications of practice for entry-level practitioners in occupational 
therapy, post-professional occupational therapy education could offer an oncology course as an 
elective. This opportunity could afford students and educators the opportunity to provide 
additional evidence to support the role of the occupational therapist as a viable member of the 
oncological team. Because it is an emerging practice and there is limited oncology research in 
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occupational therapy, the focus could be anything from program development to effective 
treatment strategies to promote occupational engagement and well-being.  
Policy Related Implications  
 A policy is a course or principle of action adopted or proposed by a party (“Policy,” n.d.). 
In this case, the party is the occupational therapy profession. In order to move forward with 
recommendations, it is important to understand the implications of this dissertation study 
regarding the added value of occupational therapy services for individuals who are cancer 
survivors. The rich description of the services being provided to individuals who are cancer 
survivors was captured by the qualitative data of this dissertation study. It provided insight and 
more detailed descriptions to the type of services that occupational therapy practitioners provide 
and the level of engagement of the client, which was reflected in the client’s improved 
occupational performance. The type of services being provided in oncology care emulates the 
type of practice that is consistent with the core values of occupational therapy practice and the 
expected delivery model of practice globally. Considering these factors, it would be beneficial to 
have occupational therapy practitioners as an automatic service provider across the continuum of 
cancer care for individuals who are cancer survivors. 
 One way to help facilitate would be through additional studies that target outcomes to 
promote the added value of occupational therapy services as related to specific settings and types 
of cancer. Further, researchers who evaluated reimbursement for occupational therapy services 
could also provide support for the implementation of a policy to include occupational therapy 
practitioners at all levels of care for individuals who are cancer survivors. Providing outcome 
measures that quantify the value of occupational therapy services provided in oncology care as 
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related to interventions and assessments could offer the additional information required to 
support the use of occupational therapy services.  
Limitations 
Despite the information obtained from this dissertation study, there were also limitations 
in the design and the interpretation of the results. First, related to the design was the recruitment 
of study participants. Recruitment of participants through AOTA connections, professional 
network, and social media were more challenging than anticipated. It is unknown why 
recruitment was difficult, but it could be related to the limited exposure occupational therapy 
practitioners have to individuals who are cancer survivors. Multiple participants signed up for the 
first phase of the study but were unable to provide data because they did not have a client on 
caseload who fit the criteria of a cancer survivor. In addition, it would have been beneficial to 
have a larger sample size for the quantitative and qualitative phases of the study. Additional 
participants would have added more data that could have been analyzed to yield stronger results. 
Finally, the third limitation was the development of the OTPI. The OTPI was developed from the 
use of the Framework (AOTA, 2014b). Because the Framework was developed to clearly explain 
the role and services provided by occupational therapy practitioners and is representative of the 
language of the profession, it seemed like a logical resource in which to develop the OTPI. 
However, through the gathering of data in the second phase of the dissertation study, 
practitioners did not always use the terminology consistently. Participants were providing rich 
descriptive explanations of services provided during the interviews.  When directly asked the 
services each provided in practice, the participants would revert back to a general descriptor 
consistent with the language of the medical model or biomechanical approach, which could be 
secondary to the practitioner not being familiar with the Framework to describe practice or that it 
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may have been simpler to provide a basic, generic explanation. It would have been more 
advantageous to run a pilot study to iron out some of these limitations prior to conducting the 
dissertation study.  
Each of the limitations in the design also affected the results. With a limited sample size 
in the quantitative phase of the study, analysis through SPSS was limited. The results did not 
yield an overview of services provided across the nation as initially intended. Thirty-one data 
points were collected for analysis, but the data were provided by nine participants in six different 
facilities. The level of measurement used for the correlation analysis was limited to the Phi 
because the variables were categorical and dichotomous. In addition, the participants in the 
qualitative phase were all licensed occupational therapists, and in the quantitative phase, all but 
three were licensed occupational therapists. Therefore, licensed occupational therapy assistants 
were underrepresented, and the information obtained was not very generalizable. In addition, the 
qualitative phase accounted for five participants from four different facilities. Considering the 
fact that the qualitative phase was designed to use a grounded theory approach, it would have 
been more beneficial to have from six to 30 participants to fully reach saturation. Due to these 
limitations, the interpretations of the findings were limited to a small sample size. In addition, the 
investigator coded the interview data specifically to her knowledge. With qualitative data 
analysis, there is a certain level of subjectivity and the possibility that other researchers would 
code the same information differently. How a researcher codes the data could potentially be 
biased even though measures were taken to reduce bias. 
Recommendations and Implications for Further Research 
In regard to the occupational therapy services provided to individuals who are cancer 
survivors, this dissertation study produced information about the types of services, examples of 
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occupation-based practice, the unique considerations taken when providing care with 
consideration to this population, and the decision-making process of the occupational therapy 
practitioners. However, given the complex nature of cancer, the unique qualities of each 
individual, and infinite possibilities for treatment intervention within occupational therapy 
delivery, additional research should be conducted. This dissertation study could serve as a 
platform for additional research.  
First, to elaborate on services provided, it would be beneficial to continue the qualitative 
studies that would more thoroughly identify the features of a treatment session for cancer 
survivors. Secondly, as related to cancer, further research addressing the psychosocial needs of 
the client would be beneficial. In addition, exploring the impact of cancer and its treatment as 
related to roles, habits, and routines of the survivor would be beneficial to better understand the 
changes a survivor goes through and how it affects their daily living and the relationships within 
the context of their environment. Furthermore, considering further research that could be more 
generalizable throughout the profession would be to conduct research about how occupational 
therapy practitioners could successfully incorporate occupation-based practice across settings 
and how occupational therapy practitioners articulate their services would also be beneficial. 
Another consideration for further research would be the exploration of billing practices and 
services provided. Additional information should be considered whether there is a relationship 
between billing codes and services provided by occupational therapy practitioners. The following 
aspects that could also be researched that may or may not be directly linked to the individual 
who is a cancer survivor are the following:  
 Caregiver roles and needs. 
 Interprofessional team approach and roles.  
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 Influence on the family (spouse, siblings, children, etc.). 
 Influence on health professionals working in this environment daily. 
 Advocacy.  
 Continuation of care beyond the end of initial treatment regimen (as related to 
latent affects).  
 End of life supports (dying with dignity). 
Taking into consideration the strengths and limitations in the dissertation study, this 
investigator would propose separate quantitative and qualitative research studies. For the 
quantitative research this investigator would propose a non-experimental design that also 
evaluated occupational therapy in oncology practice. One difference would be that the researcher 
would be observing the occupational therapy practitioner in practice at the moment it is 
occurring and marking the services provided on the OTPI. Additional data regarding practice 
setting, years of practice, and years of practice in oncology would be obtained as well and a 
logistic regression would be used to identify current trends in practice.  
For the qualitative research methodology, this investigator would suggest an ethnography 
research design to further explore the shared patterns of the occupational therapy practitioners 
working with clients in an oncology setting in order to further explore which type of shared 
patterns are presented in working with clients who have cancer. The additional information 
gained for these studies would aid in the development of practice guidelines for occupational 
therapists in oncology.  
Continuing to use the PEO model as the theoretical foundation for both studies would be 
feasible considering the person, environment, and occupation fit would transfer over into 
oncology practice just as demonstrated in this dissertation study. It may even aid for further 
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development in the environmental component providing additional practice settings could be 
addressed.  
Summary 
The findings in this dissertation study identified the current services provided at seven 
different institutions across the nation. It also provided more detailed information regarding the 
services delivered by occupational therapy practitioners to individuals who are cancer survivors 
than is currently noted in the literature. In addition, the research findings also addressed the 
decision-making process of the occupational therapy practitioner in regard to deciding which 
services to provide. The findings supported the theoretical underpinnings of the PEO model by 
also recognizing the value of a client-centered approach and the ever-changing needs of the 
environment (clinical setting), person (occupational therapy practitioner), and occupation 
(occupations/activities/tasks). The qualitative results rich text that described the activities that 
took place during the therapeutic sessions and gave rise to a theoretical model for providing 
comprehensive cancer care in oncology, which also supported the client-centered approach and 
environmental context as related to service delivery. The theoretical model provided the 
consequences of when evidence-based practice and clinical reasoning strategies are employed. 
Increased variety of services, personalized care, client engagement, and best practice are all 
consequences. The information in this dissertation study can be used to promote best practice 
and additional research regarding the role of occupational therapy in oncology.  
This dissertation study was designed with the intent to gather information that would 
potentially be used to create a standard of care for occupational therapy practitioners working 
with individuals who are cancer survivors. Although that outcome did not directly come to 
fruition, the information obtained in this study has added to the knowledge of occupational 
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therapy practice in the field of oncology. It supports previous studies regarding the use of ADL 
in occupational therapy practice with individuals who are cancer survivors. It has provided a 
more detailed account of which type of occupations and activities can be completed by cancer 
survivors across settings. It also validated the role of occupational therapy in providing services 
to cancer survivors across the cancer care continuum.  
    It is difficult to define best practice when it is still unclear the role of occupational 
therapy as related to the field of oncology.  Nevertheless, practitioners who participated in this 
dissertation study provided additional insight into the care of clients across the cancer 
continuum. Their use of a client-centered approach regardless of the setting, institutional 
resources, and third-party payer requirements demonstrated a strong commitment to a core value 
of the profession and clients with cancer. Maybe there is no one specific standard of care given 
the unique needs of the client paired with the individualized cancer care regime. However, it is 
foreseeable that from the information found in this dissertation study, past studies, and future 
studies that a practice model for occupational therapy practitioners to use when working with 
individuals who are cancer survivors is on the horizon.  
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Appendix A 
Occupational Therapy Practice Inventory 
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*Survey will be provided electronically. 
 
*Language is consistent with the Occupational Therapy Practice Framework (AOTA, 2014)  
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Appendix B 
Semi-Structured Questions  
 
1. Are you an OTR or COTA and what do you see as the important contributions to oncology 
care in your role as an occupational therapy practitioner? 
 
2. What year did you graduate from OT school and what was the emphasis on practice at that 
time?  
 
3. What level of degree do you hold and why did you choose that degree(s)? 
 
4. Which college/university did you graduate from?  
 
5. How long have you been practicing and what areas of practice have you been involved?  
 
6. How long have you been working in oncology and what type of clients do you serve? 
 
7. What area of oncology do you specialize and how did you learn about what treatment 
interventions are appropriate for this population? 
 
8. What types of intervention do you provide to the individual and how do you choose what 
intervention you will utilize during a treatment session? 
 
9. What type of additional training, if any, have you had in oncology? 
 
10. How do you decide what type of occupational therapy services you provide to individuals 
who are cancer survivors? 
 
11. If you choose assessments, how do you determine which assessment to use? 
 
12. If you choose a treatment intervention, how do you decide which one to use?  
 
13. What does a typical treatment session look like for you?  
 
14. What resources did you use to guide your practice in oncology?  
 
15. What theories, models or frame of reference do you use to guide your practice?  
 
16. Based on the previous answer, how do you prioritize what type of treatment intervention you 
will use? 
 
17. How do you decide when it’s time to transition from skill building to adaptation?  
Questions are subject to change based on the information gathered from the quantitative portion 
of the research. 
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Appendix C 
E-mail Regarding Study to Potential Participants 
Dear Occupational Therapy Practitioner:  
I wanted to take a moment to inform you of a study that I am conducting.  As a part of my degree 
fulfillment for my Ph.D. in Occupational Therapy from Nova Southeastern University I am 
required to complete a research study.  The study title is “Identifying Services Provided in 
Occupational Therapy for Individuals with Cancer: A Mixed Methods Approach”.  This study 
(IRB Protocol: 2015-118) will explore the type of occupational therapy treatment services 
provided to individuals with a diagnosis of cancer.  I am looking for individuals who are licensed 
occupational therapists or occupational therapy assistants.  It will require three days of your time 
for data collection and potentially a one-on-one interview for an hour. The study aims to help 
identify the following:  
 
1. what type of therapeutic services are being utilized by occupational therapy practitioners 
in an oncology setting, 
2. how practitioners decide what type of intervention to provide to cancer survivors,  
3. and what is the standard of care in oncology. 
 
Please click the following hyperlink if you are interested in participating in the study (hyperlink). 
If anyone you know might be interested in participating too, please share the above hyperlink. 
Thank you for your time and consideration.   
 
Sincerely,  
 
 
 
 
Sheila M. Longpré, MOT, OTR/L  
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Appendix D 
Recruiting Flyer 
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Appendix E 
Pre-screening Form 
Check the answer that applies: 
1. Are you a licensed occupational therapist or occupational therapy assistant?  YES/NO 
2. Do you work with clients that currently have or have had a diagnosis of cancer? YES/NO 
3. Are you currently employed by the facility where you work? YES/NO 
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Appendix F 
Document Template #1 
Adult/General Informed Consent (Rev. 9/20/2011) 
 
Consent Form for Participation in the Research Study Entitled: 
Identifying Services Provided in Occupational Therapy 
for Individuals with Cancer: A Mixed Methods Approach 
 
IRB protocol #: 2015-118 
Principal investigator(s) Sheila M. Longpré, MOT, OTR/L (PhD Candidate)  
              345 Bayshore Boulevard, #506, Tampa, Florida 33606 
    832.331.6114 
 
Co-investigator(s)  Wendy Stav, PhD, OTR/L, SCDCM, FAOTA  
(PhD Committee Chair) 
    3200 S. University Drive Ft. Lauderdale, FL  
954.262.1243 
 
    Max Ito, PhD, OTR/L (PhD Committee Member) 
    3200 S. University Drive,, Ft. Lauderdale, FL  
954.262.1265 
 
    Mary Frances Baxter, OT, PhD, FAOTA  
(PhD Committee Member)  
IHSH 7026 
6700 Fannin 
Houston, TX  77030 
713.794.2321 
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For questions/concerns about your research rights, contact: 
Human Research Oversight Board (Institutional Review Board or IRB)  
Nova Southeastern University 
(954) 262-5369/Toll Free: 866-499-0790 
IRB@nsu.nova.edu 
 
What is the study about?  
The purpose of the study is to examine what occupational therapy services are provided 
for individuals who are cancer survivors across settings and to explore the decision 
making process of the occupational therapy practitioners providing the service.   
Why are you asking me? 
You are being asked to participate in this study because you are an occupational 
therapy practitioner working with cancer survivors in the United States.  Your practice 
experiences represent the current state of clinical practice in an oncology setting 
working with cancer survivors. 
What will I be doing if I agree to be in the study? 
All eligible participants will be asked to attend a training and education session that 
provides an overview of the study, education regarding the Occupational Therapy 
Practice Inventory form, and information regarding the Occupational Therapy Practice 
Framework, Third Edition. The training and education session will be one hour.  During 
that time you will have an opportunity to ask questions. You will only be asked to attend 
the training and education session once. For the first phase of the study you will be 
asked to provide information on every client that you see for a three day period using 
the Occupational Therapy Practice Inventory that you will access online. Once this 
process is complete, some participants will be asked to return for a second phase of the 
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study. During the second phase of the study you will be asked to attend a one-on-one 
interview with the primary researcher. The interview will use semi-structured questions.  
The length of time required to complete the interview will depend on the length and 
depth of your answers.  
Is there any audio or video recording? 
For this research project there will be audio recording during the second phase which 
includes a one-on-one interview with the primary researcher.  The recording device to 
be used will be an iPhone with an audio application or GoTo Meeting® recorder.  The 
audio recording will be available to be heard by the researcher, the researcher’s 
dissertation committee and the IRB.  The audio recording will be transcribed by the 
primary researcher and made available to the primary researcher’s dissertation 
committee, and peer reviewers. The recording will be securely maintained on the 
primary researcher’s laptop that will be password protected. The information will be 
saved for seven years.  Following the seven years, all audio recording will be deleted 
from the primary researcher’s computer. Because your voice will be potentially 
identifiable by anyone who hears the recording, your confidentiality for things you say 
on the recording cannot be guaranteed although the primary researcher will try to limit 
access to the audio as described.  
What are the dangers to me? 
There are no foreseeable risks or discomforts related to this study.  However, the 
procedures or activities in this study may have unknown or unforeseeable risks.  
If you have any questions about the research, your research rights, or have a research-
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related injury, please contact the primary researcher Sheila M. Longpré, or her 
committee chair, Dr. Wendy Stav. You may also contact the IRB at the numbers 
indicated above with questions as to your research rights. 
Are there any benefits for taking part in this research study? 
Participants in this study will receive information about the Occupational Therapy 
Practice Framework, Third Edition. Participants may also become more aware of one’s 
own practice with cancer survivors.  
Will I get paid for being in the study?  Will it cost me anything? 
Participants will be asked to have access to a computer or mobile device in which to 
complete a survey online.  Utilizing a mobile device instead of a computer for data entry 
may add additional charges depending on the participant’s carrier rates.  
How will you keep my information private? 
Data will be stored to ensure security and confidentiality on the primary investigator’s 
computer which will be password protected for a minimum of 36 months from the 
conclusion of the study.  All information obtained in this study is strictly confidential 
unless disclosure is required by law. The IRB, regulatory agencies, and Dr. Wendy 
Stav, PhD Committee Chair, may review research records. 
What if I do not want to participate or I want to leave the study? 
You have the right to leave this study at any time or refuse to participate. If you do 
decide to leave or you decide not to participate, you will not experience any penalty or 
loss of services you have a right to receive.  If you choose to withdraw, any information 
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collected about you before the date you leave the study will be kept in the research 
records for 36 months from the conclusion of the study and may be used as a part of 
the research. 
Other Considerations: 
If significant new information relating to the study becomes available, which may relate 
to your willingness to continue to participate, this information will be provided to you by 
the investigators. 
Voluntary Consent by Participant: 
By signing below, you indicate that 
 this study has been explained to you 
 you have read this document or it has been read to you 
 your questions about this research study have been answered 
 you have been told that you may ask the researchers any study related questions 
in the future or contact them in the event of a research-related injury 
 you have been told that you may ask Institutional Review Board (IRB) personnel 
questions about your study rights 
 you are entitled to a copy of this form after you have read and signed it 
 you voluntarily agree to participate in the study entitled Identifying Intervention 
Techniques used in Occupational Therapy for Individuals with Cancer: A Mixed 
Methods Approach 
 
Participant's Signature: ___________________________ Date: _____________ 
 
Participant’s Name: ______________________________ Date: _____________ 
Signature of Person Obtaining Consent: ________________________________   
Date: ___________________ 
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Appendix G 
PowerPoint Explanation for participants–see attached 
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Appendix H 
Personal Demographic Form 
 
1. What is your age? ________________________________________________________ 
2. What type of degree(s) have you completed? ___________________________________ 
3. For how many years have you practiced occupational therapy? _____________________ 
4. For how many years have you practiced in oncology? ____________________________  
5. Are you a licensed OT? ____________________________________________________ 
6. Are you a licensed OTA? ___________________________________________________ 
7. What type of setting do you practice (i.e. acute care, inpatient, outpatient, home health, 
etc.)? __________________________________________________________________ 
8. What is the best e-mail address in which to contact you? __________________________ 
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Appendix I 
Notification of Selection (Phase II) 
Dear (insert participant’s first and last name):  
Thank you for your participation in the first phase of the research titled Identifying Services 
Provided in Occupational Therapy for Individuals with Cancer: A Mixed Methods Approach.  
You have been selected for the second portion of this study utilizing a semi-structured 
interview format.  Please contact me via e-mail or phone (832.331.6114) to further discuss 
meeting times for the week of (insert dates here).  
Sincerely,  
 
Sheila M. Longpré, MOT, OTR/L  
 
 
 
 
 
 
 
 
 
 
 
 
